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-Craft 
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in the complete range 


of colors and bridges 


Cwo styles to choose from in 
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ADVERTISEMENTS 


How to prescribe 
Whether your patients need the 
protection of neutral light absorption while neutral light 


working or reading indoors, or while enjoying 
life outdoors, with Soft-Lite Lenses you can 


prescribe whatever amount is required for absorption 


complete comfort. These fine ophthalmic 

lenses, internationally prescribed for light- t 
sensitive eyes, are available in five precise in precise amounts 
degrees of absorption to meet the needs of 
every patient in every vocation or avocation. 
Shades one, two and three are usually pre- 
scribed for general wear; shades 4L and 4D 
for outdoor wear. 

You may prescribe the extra protection of 
Soft-Lite Lenses in every lens form, made by 
Bausch & Lomb—single vision and multifocal 
—and be sure of increased comfort and patient 
satisfaction. 


Soft-Lite Lenses 


for light-@hsitive eyes 


14.6% 18% 29.5% 46.4% 04% 
THE FIVE DEGREES OF ASSORPTION: | Soft-Lite #1 Sojt-Lite #2 Soft-Lite #3 Soft-Lite #4L — Soft-Lite 84D 
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TTTMUS 


provides all of these inherent qualities 
in both single-vision and bifocal lenses. 


TITMUS TITMUS 
Unrestricted, worldwide Own developed tempra- Slower annealing. Individual, custom- 
material sources. test moulding. finishing each lens. 


TITMUS TITMUS TITMUS 
Step-by-Step Examina- Continuous Scientific 41 years of Ownership 
tions. Research. Management. 
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INDEPENDENT MANUFACTURERS 
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OputHatmic Lenses” 


PROFESSIONAL preference for TITMUS thonuds 
LENSES is no accident. It is a deliberate 
choice of lenses certain to measure up to the 
highest professional standard of first-quality OPTICAL COMPANY 
superiority. Ophthalmic lenses so expertly ! 


made they never fail to accurately perform INC. 
the requirements of your prescription. “Lenses worthy of their name” 


PETERSBURG, VIRGINIA, U.S. # 
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again... 


thi S is the frame your 
patients will reach for! 


Not too advanced for the cautious. Not too conservative for 
the daring. Year after year, Bay State’s Zyl-Arc Ful-Vue is a city 
and country favorite. Supplied with rigid zyl pads or adjustable 
arm rocking pads for easier, more comfortable fitting. Available in 
lustrous Rosetint. Metal parts 1/10th 12K Pink Gold filled. Ask your 
supply house representative for full details today. 


fy BAY STATE OPTICAL COMPANY 
Attleboro, Mass. Chicago: 29 East Madison Street 
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LESS THAN 


HALF THE WEIGHT 
OF GLASS LENSES! 


1-GARD shatter-proof lenses, with a density of 1.2, 
are less than half the weight of glass ienses. Preci- 


sion moulded on corrected curves, I-GARD lenses are 
kinder to the bridge of the nose. As a resu.t, your 
patients can tolerate high powered lenses in a variety 
of mountings without discomfort. To assure complete 
eye protection prescribe |-GARD SAFETY LENSES; 
for children, sportsmen, patients with special prescrip- 
tion needs and the general public. 


Write for literature describing the features and 
SHATTER-PROOF advantages of the new !-GARD safety lens. 


FOG-RESISTANT 


CLEARER VISION 


CORPORATION of AMERICA 
146 EAST 35th STREET, NEW YORK 16 
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Measuring Refractive Index 


Glass used in the manufacture of ophthalmic lenses should possess special 
optical properties. For this reason, American Optical Company men of science subject 
AO ophthalmic glass to many complex laboratory tests, as illustrated above, before it 
is approved for fabrication into AO Tillyer lenses. The picture (left to right) shows 
B. J. Ziegler, W. B. Reed, and Dr. E. D. Tillyer measuring the refractive index of 
raw ophthalmic glass. In meeting the highest of optical standards, this AO-developed 
glass represents another reason why millions of AO Tillyer corrected-curve lenses 
have been prescribed by professional men for their patients. 
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the men behind the superior optical properties 


of AO TILLYER BIFOCALS 


The AO Tillyer ‘‘B” One-piece Bifocal is recommended—in fact, has no superior— 

where it is desired to provide a small, inconspicuous, color-free segment with a maximum 

e field in the round type segment. And through its corrected curves the AO Tillyer 

**B” also provides a maximum field of accurate vision and added comfort to the wearer. 
Here are its outstanding characteristics. 


Exclusive Tillyer Curves Which Assure Maximum Marginal Correction 


One-piece Construction 
Excellent for Grinding Prism Segments 
Inconspicuous Segment 


Excellent for Decentration 


In prescribing the AO Tillyer ‘‘B” Bifocal 
you can be certain that the accuracy of your 
refraction will be fully protected over the 
entire area of the lens. For further details 
about the Tillyer ‘‘B” or any other type of 
Tillyer Bifocal, consult your AO representa- 
tive who is ever ready to serve your needs. 


AO Tillyer Lenses are available in single 
vision, bifocal, trifocal, cataract, and absorp- 
tive types. No other single lens line offers 
the prescription versatility of AO Tillyer Lenses 
with the Tillyer dual marginal correction. 
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A STUDY OF SOME ASPECTS OF PERIPHERAL VISUAL 
ACUITY* 


Richard Feinberg 7 
Coliege of Optometry, Pacific University 
Forest Grove, Oregon 


ABSTRACT 

A study of the decrement of peripheral visual acuity in eight primary meridians 
at increasing distances from the point of regard was undertaken in this research. 

Apparatus consisting of tangent screens at right angles and at twenty foot dis 
tances from the subject, a half-silvered mirror. and an electronic illumination timer 
was constructed to insure conditions of photopia, constant fixation. and absence of cues 
in the presentation of the peripheral targets. Landolt rings from 0.2 to 2.0, decimal 
visual acuity, were used as targets. These were presented a sufficient number of times 
at each point so that data could be established which. after correction for guess. could 
be used in the constant process. By means of the Urban-Mueller tables the limens for 
the point of regard and for each meridional point at increasing angular distances from 
it were derived. Curves for the data of each of eight subjects. ages 22 to 36, were 
computed. Composite data for the group were likewise studied. 

The data obtained in this study indicate that peripheral visual acuity tends to 
decrease at increasing distances from the point of regard more rapidly than indicated in 
previous studies. It was observed also that peripheral visual acuity follows closely the 


curve of the retinal V cones /mm?, and that variance of meridional peripheral visual 
acuity thresholds decreases in relation to the distance away from the point of regard. 
Individual differences in maintaining levels of peripheral acuity are pronounced. 


PART I. 


Survey of the Literature. While the psychological, ophthalmologi- 
cal and optometrical literature is replete with perimetric field studies, 
comparatively few researchers have concerned themselves with investiga- 
tion of the quantitative decrement of visual acuity at increasing distances 
from the central point of regard. Moreover, in the studies which have 
been made, much more emphasis has been given to the lateral and medial 


*A thesis submitted to the faculty of Purdue University, in partial fulfillment of the 
requirements for the degree, Doctor of Philosophy, and published with their approval. 
Submitted on September 9, 1948, for publication in the February, 1949, issue of the 
AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OF OPTOMETRY. This research was under the direction of Dr. Joseph Tiffin. 

+Optometrist. Executive Secretary, College of Optometry. Fellow, American Academy 
of Optometry. 

{Parts II, II] and IV will appear in the March issue. 
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positions than to the other meridional positions encompassing the point 
of regard. Evans'* sums up the situation by stating that the literature 
which envelops the problem of acuity fields is disappointing. Despite 
this paucity of research, a comprehensive understanding of the laws 
operating in peripheral acuity would be of considerable value to the 
clinician and to specialists in the industrial and military fields. 

Clinical applications of such research as has been made are sug- 
gested in the work of the Russians, Lazarev and Camburtseva,** in their 
study of the variations in peripheral vision during an eight months’ 
period, and again, in the studies by Lazarev, Podzorow, Kuzminykh, 
lakovlev and Margolina** on the effect of hemorrhages on adaptation 
in peripheral vision. In this country, Ferree, Rand and Hardy'* '* have 
concerned themselves with the interpretation of refractive conditions in 
the peripheral field of vision and have noted the heightening ametropia 
at increasing distances from the fovea. Low’ has investigated the 
relationships between peripheral vision and central vision and found 
that there was an absence of correlation. Neither did he find any 
relationship between peripheral acuity and age or color vision. In 
another study." Low found that peripheral vision may be trained and 
restates that it is largely independent of central vision. In the same study 
Low affirms that under combat conditions, certain wartime accidents 
have indicated that faulty peripheral acuity unknown to the individual 
may have been responsible. Similar conjecture may be projected equally 
into the causation of certain occupational accidents and other disasters. 

Other investigators of the peripheral visual acuity phenomena 
include Aubert,” Aubert and Forster,” Bloom and Garten,” Bourdon,* 
Dobrowolsky.** Hirschberg.** Hofmann,** Lazarev, Bulanova and 
Kuper,** Leber,** Pietro,*? Purkinje.** who in his physiological inves- 
tigations, first drew attention to peripheral vision, Ruediger** and 
Wertheim.** The work of the last named was performed in 1894 and 
has remained the classical study in this area of visual perception. 

Pietro**? attempted to fit curves mathematically to the peripheral 
acuity data he obtained. He found that while the equations cannot be 
determined exactly, the approximations are sufficient to warrant the 
conclusion that the visual acuity curve of each half of the horizontal 
meridian takes a parabolic form while each half of the vertical curve 
is more nearly parabolic. 

More recently, Ludvigh,** in 1941 explored extra-foveal visual 
acuity as measured by Snellen test-letters, and Mandelbaum and Sloan,** 
in 1947, investigated peripheral visual acuity with special reference to 
scotopic illumination. 
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Statement of the Problem. This study is concerned with the 
determination of the levels of peripheral visual acuities under photopic 
conditions at increasing angular distances from the central point of 
regard and in the eight principal meridians. 

The present project was undertaken for these reasons: 

1. Controlled presentation of the peripheral targets so that no 
cues were given to the subject as to their location and position was 
lacking in the majority of the studies performed. 

Wertheim recognized the difficulty in maintenance of central fixa- 
tion when peripheral test objects were presented, and was aware of the 
effect of practice under uncontrolled conditions. As his solution to this 
problem, he states,** ‘I, therefore, have thought it necessary to refrain 
from measuring the indirect vision of a larger number of untrained 
individuals. Rather I limited myself to my own eye trained previously 
by similar experiments.” 

The present study has attempted to control central fixation com- 
pletely during the exposure of peripheral stimuli. This has made pos- 
sible the use of several subjects initially untrained. 

2. The statistical treatment of the data obtained by different 
investigators is variable from one to another, as would be expected, and 
none employed the exact, though laborious, method of the constant 
process (applying the phi-gamma hypothesis) which has been developed 
for just such type of experimentation. Furthermore, statistics regarding 
the variability of the visual thresholds at distances away from the point 
of regard as measured by standard deviations have been lacking in 
previous studies. 

Linear interpolation has been used by some experimenters in this 
field. Guilford'* affirms that the principal objections to the linear 
interpolation method are that it does not use all the data, that the 
assumption that the curve is a straight line between two points is 
open to some question, and that measures of reliability or dispersion 
may only be estimated by further interpolation if more than two 
stimuli have been used. Newhall*® has pointed out that simple linear 
interpolation has the obvious advantage of a negligible amount of calcu- 
lation. However. when limens are interpolated from two-fifths of the 
data as regarded adequate to the constant process, and when little 
attempt is made to secure those portions of the data which would 
yield the most accurate limen, the results often depart widely from 
limens determined by the constant process. On the other hand, he 
asserts that if each limen is interpolated from four-fifths of the data 
and if an attempt is made in each instance to secure the most favorable 
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four-fifths, the results “usually approximate quite closely the constant 
process.”’ 

In this present study in order to obtain as exact conclusions as 
would be possible, and, in addition, to obtain certain related statistical 
information, the constant process has been used almost exclusively. 

3. Carson® in a preliminary report of the U. S. Navy Medical 
Corps found a definite relationship between visual acuity and speed of 
visual recognition. This time factor in seeing has been overlooked by 
some of the more recent as well as by most of the older investigators. 

Tachistoscopic presentation is mandatory to obviate the subject's 
conscious or unconscious eye movements in the direction of the peripheral 
test object. a factor which could not help but influence the results. 

In the present project, cognizance has been taken of this time- 
seeing component. 

4+. A test object which possesses the quality of being unlearnable 
and yet constant in regard to form has not been employed under all 
the conditions proposed above, although such a target has been used in 
previous studies. 

As reviewed by Ludvigh,** various test objects have been used 
by the researchers on peripheral vision. Wertheim used lattices of black 
wires whose separation from each other was equal to the diameter of 
the wires. Weymouth. Hines, Acres, Raaf and Wheeler used similar 
grating test objects. A contour-break test object was used by Adler 
and Meyer and by Hofmann. German characters were employed by 
Hirschberg and undescribed numerals and letters by Aubert and Forster. 
Snellen's hooks were used by Leber and two dots on a black back- 
ground by Aubert. The alignment test was employed by Bourdon, Dor, 
and Dobrowolsky and Gaine used Snellen letters. Ludvigh employed 
Snellen letters (and found some disagreement with the International 
Ophthalmological Congress findings as to the order of recognizability 
of the alphabet). Low used Landolt rings as did Mandelbaum and 
Sloane 

In this study the Landolt ring was used because it fulfilled the 
requirements of being unlearnable, constant in form, and because the 
total angular width of the stimulus target was reduced to a minimum 
in comparison with other targets. 

5. In most studies, the number of subjects has been limited to 
less than five and usually at uniform level of point of regard visual 
acuity. As indicated previously, Wertheim*® used only one subject— 
himself. In this study eight subjects were used, all possessing different 
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central visual acuity levels, the objective being to learn what common 
factors in peripheral acuity existed, if any. 

6. Some studies were performed utilizing a perimeter or other 
device at a near-point position.** In this study a 20-foot distance was 
adopted to maintain normal clinical distance measures. 


Definitions. 

Fixation. In order to discriminate the details of a test object it is 
assumed that the image of an object must rest upon the retina permit- 
ting the parts of the image to stimulate a definite pattern of cones. The 
term fixation is used in this connection by Adler and Fliegelman' to 
signify that under these conditions the eye remains still. It is a relative 
term for during the most exact fixation the eyes are in slight but con- 
tinual motion. The previous authors found that this degree of fixation 
does not last more than 0.20 seconds. As the present work was con- 
ducted under tachistoscopic presentations of 0.18 seconds, fixation was 
controlled as far as possible. 

Point of regard vision. While Adler and Fliegelman!' state that 
their researches permit one to say with confidence that fixation is cer- 
tainly limited to the true fovea centralis, in the present study the opera- 
tional term point of regard is used for central fixation. 

Notation of meridians. The notation of the ophthalmic meridians 
has varied considerably. That used in this study is the notation pro- 
posed by the Committee (Lauber, Traquair and Peter) '® of the Thir- 
teenth International Ophthalmological Congress, held in Amsterdam in 
1929, and now generally accepted as standard. In this, 0° is on the 
horizontal meridian to the left, 90° is vertically above, 180° is on the 
horizontal meridian to the right, 270° is below. Both eyes are anno 
tated similarly. (See Figure 1.) 

Visual acuity is a term of several meanings. Some have accepted 


5 (90° 4 

(45°) 135% 

110") (180°) 5 
315°) 
(315 270" (228°) 


Fig. 1. Meridian Notation. 
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it to mean the minimum separable or resolving power of the visual 
apparatus. Others have used it as the power to describe the outline of 
patterns. This has been equivalent to the term minimum legtble.*® 
For purposes of discussion in this paper, visual acuity is defined opera- 
tionally'® as a size measure of performance in perceiving form based 
upon the smallest pattern of details that is perceptible. 

Notation of visual acuity. The means for notating visual acuity 
is through the formula V = d/D, where V is the visual acuity, d the 
distance at which the visual acuity test is made, and D the distance 
netation of the test object based upon how far a ‘normal’ eye could 
identify the target correctly; the ‘“‘normal”’ eye is construed to possess 
a visual acuity of d’D (20/20 in terms of feet or 6/6 in terms of 
meters). The Snellen letter variable notation (20/20 or 6/6) in this 
study is translated into decimal equivalents (see Table 1). This pro- 
vides for equal intervals of size gradation. 

Nature and Significance of Peripheral Vision. The retina may be 
regarded as a true nervous center because it contains a central neuron 


TABLE 1 
VISUAL ACUITY NOTATION 
Decimal Notation Compared to Snellen Letter Variable Notation 


Decimal Snellen Letter 

Notation Variable 
2.0 20/10 
1.9 20/10.5 
1.8 20/11 
1.7 20/12 
1.6 20/12 5 
20/13 
1.4 20/14 
1.3 20/15.5 
1.2 20/17 
1.1 20/18 
1.0 20/20 
0.9 20/22 
0.8 20/25 
0.7 20/29 
0.6 20/33 
0.5 20/40 
0.4 20/50 
0.3 20/67 
0.2 20/100 
0.1 20/200 
0.05 20/400 
0.00 ? 


with neuroglia and also because it is developed like a prolongation of the 
brain rather than like a separate organ. 
Visual acuity is dependent upon the part of the retina which is 
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stimulated, and it is common knowledge that the keenest vision is in 
the area of the fovea centralis. From this area out the visual acuity 
rapidly decreases as the periphery of the retina is approached. 

The physiological reason for this rapid deterioration of visual 
acuity lies primarily in the distribution of the cones and their nerve 
connections. Retinal cells vary according to different areas of the retina. 
In its center is the fovea centralis, a rod-free area. Proceding outward 
from the fovea the number of cones diminishes, whereas the rods be- 
come more numerous. 

The closer that the cones are crowded together, the smaller can be 
the angle of distinctiveness and, therefore, the greater the visual acuity. 
Morgan ** indicates that in both the fovea and the periphery the inten- 
sity of a stimulus necessary for it to be seen depends upon the area of its 
cffect: the larger the area, the lower the threshold. It is well known that 
in the central retinal area the cones predominate even to the total exclu- 
sion of the rods in the fovea and that the cones are narrower and slen- 
derer in this area than elsewhere in the retina. 

The second reason advanced for the greater foveal resolving power 
lies in the connection of the rods and cones. Duke-Elder* reports that 
it has been estimated that cones number 7,000,000 of which 13,000 
are in the region of the macula lutea and 4,000 in the fovea centralis 
and that the rods have been estimated at from 75,000,000 to 
170,000,000. 

The nerve fibre layer is composed of non-medullated axis cylin- 
ders collected in bundles which converge to form the optic nerve. A 
diagram modified from one by Knapp?! shows the distribution of the 
retinal fibers. (See Figure 2.) 

The convergence of retinal nerve fibers in the area of the macula 
may be noted from the above diagram. 

According to Ramon y Cayjal,*® in the fovea only one, or at the 
outset, two cones are connected to any one ganglionic cell. On the other 
hand, in the peripheral zones of the retina, several rods and cones may 


Fig. 2. [After Knapp (21)] Distribution of Retinal Fibers 
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be connected with one bipolar cell and two or more bipolar cells are 
linked to one ganglionic cell. This is advanced as another reason for 
the greater sensitivity of the fovea centralis. 

For a detailed review of this subject, the reader is referred to the 
bibliography appended to this thesis. 

Zoehout*” points out that it is claimed that visual acuity along 
the horizontal temporal radius is greater than at any other portion of 
the peripheral retina. This study endeavors to prove or disprove this 
contention. 

Peripheral visual sensitivity is significant to the degree to which 
visual perception is dependent upon extra-foveal or extra-point of regard 
retinal activity. That this is important in the seeing act is manifest by 
the relatively high degree to which extra-foveal visual sensitivity has 
developed in the normal eye. An understanding of the regional varia- 
tions of retinal sensitivity and the knowledge that such sensitivity pos- 
sibly may be further heightened by training has implications of inter- 
est to the specialist. 


[Parts Il, II] and IV will appear in March issue. ] 


CORRESPONDENCE 


VISUAL TRAINING PROGRAM AT OHIO STATE 
To the Editor: 

The editorial concerning visual training in sports being conducted 
at the Ohio State University which appeared in the January issue of 
the Journal was well written, with one exception. 

In the announcement you mentioned that under my supervision 
a number of experimental units were constructed and a large experi- 
mental flash test was provided. This is an overstatement of the facts. 
Although the experimental units demonstrating the factors involved in 
space perception and their interaction were built under my guidance 
and supervision, the experimental flash laboratory and tests are alto- 
gether under the supervision of Hoyt Sherman. On matters pertaining 
to physiological optics encountered in the flash tests and procedures, 
Dr. Glenn Fry has made sustaining contributions and has been the con- 
sultant for a number of years. 


Vincent J. Ellerbrock, 

School of Optometry, 

The Ohio State University. 
January 26, 1949. 
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COMMENTS ON PSYCHOSOMATIC OPTOMETRY WITH 
REPORTS OF SUBNORMAL VISION CASES* 


I. Irving Vics? 
Albany, New York 


How often has this question been put to the optometrist, ‘Doctor, 
am I going blind?” 

It is at once a play on the emotions and a dramatic challenge. 
Spoken simply but searchingly, it may not outwardly portray all the 
pent up fears and anxiety of the patient. Furthermore, with the utter- 
ance of that question can begin a life of tension and apprehension that 
can manifest itself in different parts of the body as psychopathology. 
The doctor's diagnosis or opinion can be rendered with due regard to the 
patient's total psychological welfare, or terse and without deference. His 
answer to that simple, yet powerful phrase can mean a revitalization or a 
destruction, of present and future health functioning. 

It is nothing new that the mind and the body are integrated. As 
the mind is stimulated or depressed, so may be affected the body. It is 
nothing new that a patient's emotional state may react—even forcefully 
—on his entire being physically. In the field of subnormal vision, even 
as in other fields of eye work, one becomes conscious of dealing with 
fairly strong forces. The desire to see becomes such a high potential in 
the patient's personality, social and economic life, that he projects undue 
importance to the doctor's method of work and his enthusiasm or inter- 
est. Patients, like all of us. are open to suggestion and seek to please 
those who take a genuine interest in them. 

Hundreds of cases of subnormal vision remain in that category and 
are doomed to a handicap in life because they have been told, “Your eyes 
will get worse:"’ are going blind:"’ ‘“You are blind."” The oppor- 
tunity that optometry can grasp to do a truly professional work of vital 
importance lies in the recognition in many cases that superimposed on 
the visual and optical difficulties is the psychological one of activating or 
reactivating the patient to want and cooperate in rehabilitation. It re- 
mains for the doctor to accept that challenge and to apply himself in that 
direction. 

This paper is a partial response to the Ellerbrock paper? ‘Report 


*Read before the annual meeting of the American Academy of Optometry, Winston- 
Salem. North Carolina, December 5, 1948. For publication in the February, 1949, 
issue of the AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN 
ACADEMY OF OPTOMETRY. 

+Optometrist. Fellow, American Academy of Optometry. 
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on Survey of Optical Aids in Subnormal Vision’’ submitted to the Com- 
mittee on Sensory Aids of the Office of Scientific Research 6 Develop- 
ment. In his conclusion, Ellerbrock says: 


The foremost conclusion which can be drawn from this survey is that the prob- 
lem of optical aids for subnormal vision involves many more factors than has been 
generally suspected. Principal among these are the personality disorders of the patients 
who attempt to use the aids. It appears that a lack of consideration of this factor can 
produce very poor clinical results which usually have been mistakenly attributed to an 
inadequacy or an objectionable feature of the optical mechanical device employed. The 
confused notions as to their clinical efficacy indicates the desirability for a thorough 
investigation of all psychological factors encountered in the fitting and use of such an 
aid. Such an investigation of this nature should study the role of the personality dis- 
orders of the patients. the causes for the period of adjustment required before a patient 
with subnormal vision can use an aid, and the perceptual and reading problems in- 
volved 

Such findings could serve as a basis from which to commence a more thorough 
investigation of the role of all the psychological factors, and although there is need for 
improvement in the design of telescopic units resulting in a reduction of weight and 
increase of size of field. the possibilities that any improvement would be clinically 
significant is very small 


Those who have read Ellerbrock’s excellent work must have been 
impressed with the thoroughness with which this research was done. 
Every important subnormal vision device was amply covered. His con- 
clusion is all the more striking in the light that the psychological factors 
seem to be very important in the rehabilitation of the visually handi- 
capped. The actual optical aids required cannot of themselves produce 
the rehabilitation. 

The trend in the profession of emphasizing psychosomatic optom- 
etry is more evident this past year in the publication of papers by Louis 
Wekstein, “Clinical Psychology in the Optometric Curriculum,” Bert- 
ram L. Roberts, ‘Psychological Aspects of Optometry,”’ William Fein- 
bloom, and many others. All seem agreed that this phase of our work 
should be stressed. All have used the term “‘psychosomatic optometry” 
to include those cases of visual anomalies that result from emotional dis- 
turbances. It is this role of psychosomatics—the definite inter-relation- 
ships between psyche—the mind, and soma—the body as it applies to 
subnormal vision cases that is here under discussion. 

The following passage from Dunbar's ‘Psychosomatic Diagnosis” 
crystallizes the function of this new field in medicine: 


When the tensions of living localize themselves in different parts of the body, it 
appears that the organic part involved is the seat of the trouble, that is, the organ 
appears diseased. In a broad sense of the word, it is diseased. it is deprived of ease, it 
is disordered functionally. but the trouble stems from unhappy adjustment to life and 
not from such organic sources as bacteria, injury, etc. The proof is that with the 
release of tensions associated with habits of living. symptoms disappear 


In like sense, psychosomatic optometry benefits the patient in that 
it releases more or less of the energy, which for the patient was con- 
stricted in the repression of painful experiences, and aids in revealing to 
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him an association between his symptoms and his emotional conflict. 

Psychosomatic optometry has its problems in working with 
patients who are living under a neurotic blur and abnormal emotions. 
The term “‘pathology” is enlarged to include abnormal emotion where 
the development of neurotic reactions is built up as a defense mechanism. 
It is this energy which is expended in neurotic defenses through psychic 
experience, that leads to somatic manifestations and greater losses of 
acuity. The pattern assumed by the inhibiting function is important in 
determining energy distribution and its ultimate re-orientation into use- 
ful channels visually. 

The work is directed toward uncovering personality disorders de- 
veloped prior to subnormal vision and also while as a subnormal vision 
patient, and makes cognizant the physical manifestations of the emotion- 
al disturbance by defining, exploring and expanding. 

Clinically, it has been revealing to observe somatic dysfunctions 
associated with subnormal vision that have occurred during the years of 
so-called blindness: dysfunctions which manifest themselves in many 
varied forms. Hypertension, one of these, has been reduced when vision 
was restored, and a release obtained from the psychological ‘tension of 
living in a visually handicapped manner. Defects in speech, extreme states 
of nervousness, nystagmus (both head and eye), accident syndromes, 
gastro-intestinal upsets, exophthalmos, metabolic disturbances and many 
others have disappeared with the introduction of new attitudes and 
habits of living. 

The art of dealing with patients in their adjustment to a new life 
of vision can well be labeled “psychosomatic optometry.” 

It was William Feinbloom who, prior to 1932, first proposed the 
correct approach to subnormal vision as being one of visual! rehabilita- 
tion. He indicated that the rehabilitation must proceed on both an in- 
tellectual and motor level. To carry this work out clinically, required 
a great deal of time and could only be done through a series of treatment 
visits. The work could not be completed by the writing of a prescrip- 
tion. 

The visits to the office and the work they do in learning new habits 
make the patients feel that their improvement is a logical consequence 
of the treatment. No attempt is made to push the work. It is not too 
important that too much be accomplished in any one session. 

The patient is won over to facing facts as part of the functional 
treatment. More good at times can be done by listening sympathetically 
than by dispensing information. Each successive visit reveals more and 
more underlying disturbing elements that have accumulated through the 
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years of so-called ‘‘blindness."" The airing of these causes their release 
to be replaced with other more hopeful thoughts. Each session may bring 
a heightening of enthusiasm towards the goal of better sight. 

The knowledge we have gained from psychosomatic optometry 
clearly shows the pitfalls of trying to prescribe optical aids in subnormal 
vision cases without proper treatment of the psychological factor. It is 
not surprising. therefore, that so many failures are on record of patients 
who were prescribed for optically, but not psychologically. It must also 
be evident that those men who have not recognized the need for psycho- 
logical treatment in these cases, merely acknowledge the numerous cases 
they themselves have passed over as incapable of helping. These practi- 
tioners either do not admit to a psychological problem existing or do 
not have the training or insight to cope with it. Further, they little 
realize that one needs spend a great deal more time than that involved in 
a complete detailed objective examination. These men might do well to 
study the reports of those who have seriously undertaken to work with 
the near blind so that they may learn that much time is necessary in 
teaching the patient many new visual and reading habits. There is the 
development of new eye and head movements in the use of the device, the 
increase of eye-voice reading span, the evolvement of proper illumina- 
tion, the relearning of memory pictures both in language and objects seen 
around and about, and the constant encouragement necessary to accom- 
plish each step. In all, many hours are spent in the reeducation and re- 
habilitation process. Those who have not read for many years have to be 
taught to read. Starting with grammar school primers, they progress 
through the grades, finally completing their training by reading maga- 
zines and newspapers. Then follows a series of sessions working out the 
use of the device in their own occupational fields, from simple letter writ- 
ing and typing through knitting. crocheting. sketching, lathe work, etc. 
One such session may be spent in the movies as illustrative of the new 
improvement, and also to determine greatcst effectivity of the device. An- 
other may be, in letting the patient drive his car using the particular 
device being designed for him. Only by such actual practical demonstra- 
tions can confidence be restored and the patient even reinstated in a 
former occupation. Interestingly enough, many new devices have been 
created for subnormal vision patients by this close contact and observa- 
tion of particular needs in solving their problems. 

It would seem that only lack of knowledge and understanding of 
these problems leads some of our most eminent specialists into their smug 
complacency that theirs is the final word and that there is little use of 
the patient going elsewhere. They inform the patient very succinctly 
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that “There is nothing more can be done for you,”’ and sincerely expect 
the patient to accept this exhortation as final. It is only after the patient 
has been to a practitioner skilled in subnormal vision work and received 
help that the patient then rather naively poses the question: ‘Why 
didn’t all the other doctors tell me about this and do this for me?" Then 
it becomes apparent that not enough practitioners have the patient's wel- 
fare at heart to learn what psychosomatic optometry has to teach in this 
field. 

Psychosomatic optometry suggests that in cases of subnormal 
vision, the existing visual behavior found in the examination is, in part, 
the manifestation of psychological disturbances in the patient. It is this 
approach to the psychological treatment of the cases reported below that 
we believe yielded a higher therapeutic average. 

Case 1. Mrs. S., age 68, was first seen March, 1946. She had 
secured ophthalmological opinion that ultimate blindness would result 
because of her incipient senile cataracts. The patient accepting the con- 
cept of ultimate blindness from high authority, in effect gradually be- 
came blind psychologically, and manifested all the emotional and physi- 
cal symptoms of such newly blind—namely, dependence upon others, 
disuse of even small visual cues, dependent more on other sense cues, be- 
came more introspective and introverted and even contemplated suicide. 
The effect of these changed attitudes on the surrounding members of her 
family caused further changes in her, all emphasizing her new state of 
blindness. ‘Thus habit patterns were set up that more and more caused 
the patient to accept her blindness as a true psychological fact, and to 
regard her behavior reaction as normal. 

The treatment, directed towards changing her habit pattern (of a 
blind person) required recognition of the fact that this habit pattern 
could only be changed gradually by changing the acceptance of the 
original assumption of ultimate blindness. To do this required not only 
producing better visual acuity for both distance and near, but reinforcing 
the patient's own psychological dynamics that improvement in visual 
acuity was truly real, meaningful and useful, that through this new 
vision she could overcome her compulsive behavior of a “‘blind’’ towards 
others. In other words can she become a ‘“‘visually handicapped” person 
instead of a ‘‘blind”’ person. 

The patient's uncorrected visual acuity on the first visit was finger 
count at two feet, and this was improved with telescopic spectacles to 
20/200. One pair of telescopic spectacles and one pair of regular glasses 
for near work were designed for her. She came back for a progress check 
two months after receiving her lenses, and her findings now were: Un- 
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corrected visual acuity 20,/200,—with T.S.—20/90. A month later 
her visual acuity with her T.S. was 20/70. Mathematically it is obvi- 
ous that a 2x telescope can increase visual acuity only a proportionate 
amount. The difference between her first visit where she registered finger 
count and her last when she recorded 20/70 could never be brought 
about by any ordinary telescopic spectacles. It is significant too that 
she now even does without the telescopic spectacles in daily use—using 
only the regular spectacles for her work at the near point, having been 
caught to utilize to the fullest the visual acuity she had. Certainly a one- 
or two-visit trip to the office would never have undone the damage done 
her mentally. Only psychosomatic optometry could have elicited her 
fears first and replaced them with a program of work. In place of the 
original hopelessness, a program of hopefulness and optimism was sub- 
stituted, and a release obtained for her psychic trauma. 

Case 2. Mrs. K., who commuted to the office three times weekly 
from distances 60 miles away. Surely unless a patient felt new changes, 
new confidence and hope, she would never have made these trips. Here 
again, constant direction of her thoughts-toward usefulness, replaced her 
morbid feelings of uselessness. This patient, after she had been told that 
she was “blind” by an ophthalmologist, acted accordingly. For two 
years she kept her eyes closed and sat quite immobile at home, completely 
failing to apply herself productively and developing more of a constrict- 
ed, introverted personality. It took hours of having her read and walk 
about the office opening and closing doors (while wearing telescopic 
spectacles) before progress was finally noted. When she took her T.S. 
home, she discovered new worlds. She ‘‘saw”’ her neighbor's lawn for the 
first time. She “‘saw”’ the mailman whom she had previously ‘“‘heard” 
only. It was amazing that there was a world existing outside her own 
narrow mental confines, and she began to live again. 

The visual acuity may really exist, but subnormal vision patients 
permit it (or have it unfortunately suggested to them) to drop far below 
its own potential, so that it seems like a miracle to them when a higher 
visual acuity is revealed and experienced. 

Case 3. Mrs. G. illustrated this most dramatically. Fifteen years 
ago she witnessed a fire which took the lives of her closest friends. Her 
uncorrected visual acuity was O.D. hand movement only. OS., 
20,1500. improved to 20/150 with telescopic spectacles on her first visit 
to the office. She was taken under treatment which proved slow and 
sometimes tedious. As is usual in subnormal vision work, she did all her 
seeing with one telescope and reading addition. In this instance it was 
before the left eye. The right eye was occluded. The author's experience 
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with more than 1,000 cases indicates that very few subnormal vision 
patients have binocular vision, and beyond examining nothing was ever 
done with the right eye during the entire course of treatment. The 
patient had always thought her right eye to be impossible of correction 
and aid. On the day she received her device she was told that the right 
eye had recorded visual acuity of 20/180 and this fact was shown to her. 
The amazement that her right eye now had a measurable visual acuity 
was beyond her control and she broke down emotionally, giving vent 
to whatever thanks she could rationally muster. 

Since no treatment was instituted for the right eye either at near or 
at distance, a conclusion to be assumed is that the lowered acuity for 
the many years previous had been on a psychogenic basis. 

Case 4. Mrs. A., age 74, visual acuity O.D., hand movement only. 
O.S., 20/800, due to incipient cataracts. The patient claims the onset of 
the condition to be only two years ago. She had developed an unusual 
blood pressure of 220/130 in the past six months largely due, perhaps 
to her fear of oncoming blindness and possible hospitalization. Her tele- 
scopic spectacles originally designed and prescribed only for occasional 
reading periods, ultimately meant a new lease on life for her. She felt the 
desire to do things even beyond her apparent ability. In her enthusiasm 
with her new useful vision she began to use the telescopic spectacles for 
walking even against the express instructions not to do so. The psycho- 
logical release from her state of ““blindness’’ led to a perfectly natural de- 
sire to live as normal a life as she did before her impairment of vision. 
Three months after receiving her T.S. her blood pressure was down to 
162/110. 

Case 5. Mrs. F., age 58, proved most conclusively the proclivity 
to personality changes. She was a myope of 22 diopters who had not 
worn any correction for 25 years. At that time she received glasses 
which were ‘‘stolen’’ 3 weeks later and then waited for their recovery! 
The mental ‘‘set’’ must have persisted as the weeks turned into months 
and then years. At the time of examination she was under medical care 
tor rheumatism, neuritis and ‘‘trouble all over." Her visual acuity was 
finger count at two feet. Her behavior pattern was that of a ‘blind.’ She 
groped her way about, was uncertain of her movements, indecisive and 
constricted. She leaned completely on her husband for every move. Her 
first simple correction in spectacle form “‘made her dizzy’ and it took 
time to rehabilitate her to new visual patterns. This new vision fright- 
ened her and she even removed her glasses as much as she could. Several 
months went by before an effort pattern was achieved, and then came a 
metamorphosis in her behavior pattern. She now accepts her new vision 
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as a matter of fact. She even would like better acuity. Her entire outlook 
on life has changed. She became clothes conscious, for one thing. She is 
now aware that she has a husband—after 18 years of not “‘seeing’’ him. 
Her home now “‘looks shabby,” and she contemplates many changes. 

Case 6. Mrs. M. age 24, visual acuity O.D., 20/350. OS., 
20/1500, due to central retinal choroiditis and orbital oedema, which 
she believes was due to scarlet fever at age of 10. She had been told that 
the nerves and tissues in her eyes were destroyed. She was under medical 
care because ‘she felt tired all the time.”’ It is interesting to note that her 
head nystagmus and symptoms of St. Vitus dance completely dis- 
appeared three months after she received her telescopic spectacles. We be- 
lieve it would not be correct to assume these changes attributable to the 
optical aids alone. We can, therefore, assume that it was a psychosomatic 
effect—a change of outlook on life—the buoyancy provided by new 
vision breaking down the defense mechanisms set up while she considered 
herself ‘“blind.”’ 

Case 7. The opening paragraph of this paper could have been sup- 
plied by Mrs. B., whose husband wrote that ‘Mrs. B. has vitreous opa- 
cities and was told she was going blind.”’ From the remarks in his note, 
it seemed possible that his wife had subnormal vision. An appointment 
was made, and on the day she arrived it was interesting to observe that 
she went directly to the chair indicated and sat down without groping or 
misdirection. Amazingly enough, her visual acuity was recorded as 
20 20. O.D.. O.S., and O.U. The ophthalmoscope revealed no large 
opacities—the refraction no change. The patient obviously was in a state 
of extreme bewilderment, nervous exhaustion and near state of collapse. 
Here was a case where the psychological effect of the knowledge of the 
diseased condition had led to near hysterical or pseudo-blindness, where 
the true psychosomatic effect was in the formative stage. It took many 
hours of quieting her fears and of redirection in ideation, to accomplish 
the original objective. Today, after three years her visual acuity remains 
20 20. The physician to whom she had gone originally has an un- 
fortunate habit of telling his patients the worst. He apparently seems to 
feel that in this way he is protecting himself. Perhaps the fault lies 
equally with those specialists whose subsequent advice she sought. It is 
appreciated that in a busy schedule one has little time to spend talking to 
the patient. But a case such as this cannot be dealt with peremptorily. 
Certainly the patient's disturbed mind could not be assuaged with the 
statement “There is nothing I can do for you.’’ No matter how busy 
our office is, such patients must be given more attention than others of a 
more or less routine character. 
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Shortly before being dismissed, she came in proudly displaying her 
new permanent wave. She even brought her dog to whom she again be- 
gan paying some attention. She appeared quite calm. Moreover, she was 
very happy and well adjusted to the years of vision ahead. 

Case 8. Perhaps the most difficult case the writer was called upon 
to correct was that of Mr. T. B., age 18. Uncorrected visual acuity, 
O.D., 20/2000. O.S., hand movement. This patient was suffering from 
primary optic atrophy, nystagmus and exophthalmus. His history was 
that of congenital blindness or of having acquired subnormal vision at 
a very early age. His father refused to accept the fact that his son could 
not see. The years of neglect added no measure of relief. He had no 
schooling so that it became necessary to start by teaching him the visual 
alphabet and then the formation of simple words through the more com- 
plicated vocabulary. It would have been very simple to have let him go 
with the statement “There is nothing to be done.”’. The patience and 
effort used in his case brought welcoming results. His work when he 
first came to the office was that of common laborer. Today he enjoys his 
work as typist in a large concern. He was accepted even with his iele- 
scopic spectacles due to his youthful energetic approach to a new method 
of living and expression. His mastery of the typewriter was almost un- 
believable and as such represents the epitome of the worthwhileness of 
scientifically directed effort. 

Case 9. The fear that his subnormal vision might lose him his job 

caused Mr. W. many sleepless nights. As chief X-ray technician in a 
hospital, he found that his reading was suffering and that he could not 
“keep up’ with new advancements in the field. Though his lowered 
visual acuity 20/300 was only of eight years duration, he found it more 
and more difficult to read with his powerful magnifying glass. He was 
referred by an ophthalmologist who indicated that no diagnosis could be 
made in his case and that the subnormal vision was due to a ‘higher 
ortical injury.”’ Telescopic spectacles offered him ease of reading and the 
njoyment of going to the movies for the first time in eight years. This 
Patient best exemplifies a behavior pattern to accident proneness. Fifteen 
years ago he was in an automobile mishap which resulted in a right 
parietal fracture. His next accident involved an injury to the vestibular 
labyrinth. He later developed a speech defect. He admits to becoming 
very neurotic and developing a fear of the dark. He illustrated his acci- 
dent proneness three years ago when he forgot that a powerful X-ray 
machine was operating and put his right arm under the tube, during ex- 
perimental work. The burn set up gangrene necessitating surgical re- 
moval at the elbow. He now wears a prosthetic device. 
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This history was useful in establishing the recognition of the rela- 
tionships between his somatic disorder and his emotional conflicts. 

Case 10. If John D.’s parents had accepted the suggestion of an 
ophthalmologist, the boy would have been put into a Braille school. 
Either the physician had not heard of telescopic spectacles or refused to 
accept the possibility that they might help. The patient's visual acuity 
of 20/400 was due to a primary optic atrophy that may have had its 
origin in an automobile accident when he was seven months of age. This 
acuity was increased (on the final visit) to 20/140 and he was enabled 
to read the finest Jaeger type. The nystagmoid movements of his eyes 
which were apparent at the first visit had disappared at discharge. 

It would seem that the psychosomatic effect occasioned by his being 
told he was to be put into a Braille school was resolved when he was 
shown that there was no necessity for such a move. During the course 
of treatments it was demonstrated that he could have sufficient vision to 
carry on normal work. both distance and near, with telescopic spectacles. 

It was a simple matter to work with this patient, since he was in 
the midst of his high school career. He went on to finish high school 
with a great deal of ease and confidence. The work he now does is not 
the same were he allowed to continue as a patient with subnormal vision. 

Cases |] and 12. Two outstanding cases were those presented by 
Mr. B. and Mr. A. Both had 20/800 uncorrected visual acuity at the 
first visit. Both were well adjusted individuals. They had taught them- 
selves to accomplish far more than is thought possible by anyone whose 
vision is as low as two percent. They had to be restrained rather than 
urged on during the course of treatment. Their final visual acuity with 
telescopic spectacles was recorded as 20/90, which optically speaking, is 
not in line with the magnifying power of a 2x telescopic spectacle. Both 
bore out the fact that the reduction in vision was due to psychosomatic 
effects. At the end of two visits their visual acuity had only been 
20/200. Training and psychodynamics produced the further increases. 
As if to prove more conclusively the restoration achieved, Mr. B. was 
allowed to drive a car, while wearing telescopic spectacles, over a three- 
lane highway for about 20 miles. While his vision was impaired due to 
a central scotoma arising from an arrested respiratory condition, his 
peripheral field of vision was almost normal. Complete confidence of the 
patient caused no blinking when cars passed from behind or when com- 
ing toward us. 

Under these new psychotherapeutic methods, some patients whose 
vision had been as low as finger count at two feet have been given useful 
vision. This in contrast to the minimum of 10 per cent being considered 
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PSYCHOSOMATIC OPTOMETRY—VICS 


the lowest visual acuity that could be helped prior to 1932 and subse- 
quently reduced to two per cent by Feinbloom. These illustrative cases 
are taken from the 100 unselected cases of subnormal vision presented in 
Table I. It might be important to add here that in all cases reported as 
aided, the near visual acuity was always increased to Jaeger 30 or better: 
that each case was enabled to read newspapers before the final design of 
the device was made. These cases were cared for over the past three years 
and confirm what Feinbloom discovered, and what Ellerbrock has 
further suggested—that greater attention to the psychosomatic problems 
associated with subnormal vision will yield even greater successful results. 


402 STATE BANK BUILDING, 
ALBANY, NEW YORK. 
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BOOK NOTICE 


PRINCIPLES AND PRACTICE OF OPHTHALMIC SURGERY. 
Edmund B. Spaeth. M.D., Professor of Ophthalmology in the Grad- 
uate School of Medicine of the University of Pennsylvania, Philadelphia. 
4th Edition. Published by Lea & Febiger, Philadelphia. 1044 pages. 
1251 illustrations. 8 color plates. Cloth. $15. 1948. 

This fourth edition contains much new material and virtually every 
phase of surgery is covered fully in this book. Indications and contrain- 
dications for operation are stated clearly and possible complications are 
discussed fully. This is claimed to be the most extensive work of its 
kind in the field. 

CAREL C. KOCH. 
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PROCEDURE AND RESULTS OF A VISUAL SKILLS TESTING 
PROGRAM IN THE PIEDMONT PUBLIC SCHOOLS* 


Donald A. Springer? 
Anniston, Alabama 


INTRODUCTION 

This material is presented as a report of the method followed in 
the visual skills testing program in the public schools of Piedmont, 
Alabama. The project was financed and otherwise supported by the 
Piedmont Lions Club. The program represents the results of the co- 
operation between the school personnel, the civic organization, the 
P.T.A. and the professional men in the community. 


THE PROGRAM: THEORETICAL ASPECTS: 

It has only been in recent years that visual testing of large num- 
bers of individuals has involved anything more than determining the 
visual acuity at 20 feet with the Snellen chart. Investigations have 
established the relative importance of other visual skills’: ** in schools 
and industry. These tests are: (1) visual acuity, (2) simultaneous per- 
ception, (3) fusion, (4) horizontal phoria, and (5) vertical phoria. 
These tests are made at both 6 m. and at 40 cm. In addition, two 
other tests are made, (6) color vision and (7) depth perception. 

The term ‘‘visual skills’’ was first used by Louise F. Davis,’ of 
the National College of Education in 1935. A skill is defined as an 
ability to do a thing: capacity as that which a person can learn or be 
taught to do. A visual skill then might be described as the ability to 
perform a visual act at the time of measurement. An individual might 
be said to be visually handicapped when he is doing a visual act below 
his capacity. It is by visual correction and visual training that the 
individual's visual skills may be brought nearer to his capacity. 


THE PROGRAM: PRACTICAL ASPECTS 
The following instruments and devices were used in the program: 
Telebinocular: A Brewster type visual skills testing stereoscope 
with appropriate targets.* The tests for simultaneous perception, hori- 
zontal phoria, vertical phoria, and fusion were made with the stereo- 


scope. 


*Submitted on October 20, 1948 for publication in the February. 1949 issue of the 
AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OF OPTOMETRY 

+Optometrist. Fellow, Americzn Academy of Optometry. 
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SCHOOL VISUAL SKILLS TESTING PROGRAM—SPRINGER 


Acuity target projector: A projector used in making the distance 
visual acuity measurements at 6 meters.® 


Reduced Snellen cards: Test cards for determining visual acuity 
at 40 centimeters.? 


Pseudo-isochromatic color plates: A test for determining color 
perceptual ability.* 

Plus lens test: A lens carrier with plus sphere lenses for determ- 
ining the condition of latent hypermetropia. 

Each teacher was given a copy of the following “Table of Objec- 
tive and subjective Visual Symptoms.’’® If the teacher had noticed 
any of these symptoms in her students, she was requested to note these 
on the student's test sheet. This simple study alone would uncover some 
visually deficient children. At the same time, it would miss many, as 
clinical experience bas shown the symptoms are not reliable clues to 
visual abnormalities.'” 


TABLE OF OBJECTIVE AND SUBJECTIVE SYMPTOMS 
Observation of ocular and visual symptoms (objective): 


Reddening and thickening of margins of lids. 
Scales and crusts on lids. 

Loss of eyelashes 

Tearing (or watering) of the eyes. 
Inflammation or reddening of the eyes. 
Discharge around eyes 

Cloudiness of pupil. 

Drooping of upper lid 

9. Widely dilated pupils. 

Difference in size of pupils. 

Deviation of one eye 

Forward thrusting of head 

Tilting of head 

Facial contortions, such as pucke:ing face, frowning. scowling. 
Continual rubbing of eyes 

Excessive blinking 

Excessive head movement while reading. 


ID wre 


Awareness of visual symptoms (subjective) : 


Do you ever see double when looking at the blackboard? 

Can you see clearly what is written on the blackboard? 

Do you ever see double when looking at or reading a book? 
Can you see clearly the print in your books? 

Do your eyes tire when you read? 

Do you shade your eyes when you read? 

Do you cover one eye with your hand or card when you read? 
8. Do the lights at home or at school hurt your eyes? 

9. Does sunlight ever hurt your eyes? 

10. Do you have headaches (a) after a movie. (b) after reading? 
1. Do your eyes (a) twitch. (b) itch, (c) burn, (d) tear or water? 
2. Do you ever have styes? 

3. Do you ever become dizzy (a) after a movie, (b) after reading? 
+. Do you ever see spots before your eyes? 


Sie wie 
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The following test form was used for each student: 


PIEDMONT PUBLIC SCHOOLS VISUAL SURVEY SPONSORED BY 
PIEDMONT LIONS CLUB 


Name : Age Grade Sex 
Wears glasses—yes no Caliber of Student 
Complaints 
Test #1. Sees pig dog both (Simul. Percep. Dist.) 
Test #2. Sees 2 3 + Dots (Fusion at Dist.) 
Test #3. Sees line through (Vert. Bal. at Dist.) 
Test #4. Sees arrow at no (Horiz. Bal, at Dist.) 
Test #5. Sees line through (Vertical Bal. at near) 
Test #6. Sees arrow at no (Horiz. Bal. at near) 
Test #7. Sees 2 3 4 Dots (Fusion at near) 
Test #8. Visual Acuity 
Six Meters 
R. 20/ Both 20/ 
L. 20/ Plus 1.00S. 20/ 


Near 40 Cm. R. 
a : Both 

Test #9. Color Perception 

Comments and other tests 


Each test was sufficiently described on the sheet to be easily iden- 
tified by a non-professional tester. Individual members of the local 
P.T.A. group at each school were each instructed in administering one 
specific test. By using several testers it was practical to test several chil- 
dren at the same time. An average of 30 children an hour completed 
the test in this manner. This greatly facilitated the entire program which 
in this instance would have been impractical for a single optometrist to 
undertake. 

The testing was conducted in a classroom with the necessary 
chairs and tables for the instruments. The tests were arranged in a 
logical sequence so as to make malingering by observation more difficult. 
The child carried his test sheet from one test to the next. Upon com- 
pletion of the test he returned to his classroom. Whenever an obviously 
abnormal student was encountered, the necessary additional tests were 
performed by the optometrist supervising the program. 

After the testing was completed, the test sheet for each child was 
analyzed by the optometrist. The child was placed in one or more of 
the four following visual classifications. 

A—Satisfactory at present. 

B—Below average: The child should be watched for any com- 
plaints or symptoms. 

C—Unsatisfactory: The child should be referred for visual exam- 
ination. 

D—Red-Green color perception poor. 

The scored test sheets were returned to the school and each teacher 
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received the sheets for her pupils. She then scored and addressed a visual 
report card similar to the above findings, for each of the students. 

In order to be certain that the parents were notified of their child's 
score, this card was mailed directly to the parents. The scope of the 
program did not include efforts to force future action on the part of 
parents. The Lions Club, however, offered to aid those students whose 
parents were financially unable to obtain the needed services. 

The teachers were also requested to rate each student according to 
general scholastic ability or success. The students were rated as: 
I, superior: II, good: III, fair; IV. poor. The test sheets were then 
analyzed to determine the results of the program. 
RESULTS 
Table I shows the distribution of visual groups for each school. 
rACLE | DISTRIBUTION CF VISUAL GROUPS BY SCHOOLS 


N 


School 


Ceosa 1-6 88 +4 64 8 196 
Central 1-6 10] 64 51 5 216 
High School 7-12 204 93 52 17 349 
Negro 1-12 x 24 26 8 86 
Total 429 225 193 38 847 
Per Cent 50.5 26.5 23 4.48 100 


* Group D students were also grouped either in A. B or C depending on other 
visual character stics. Therefore Group D is not part of the total 
Students in group C, 23 per cent of the total, were recommended 
tor immediate referral for visual care. This compares favorably with 
work done by other investigators.':* '" 

Students in group B, 26.5 per cent of the total, were of the border- 
line classification. The remaining 50.5 per cent passed all of the tests 
and consequently were placed in group A. 

On the basis of the binocular relationships alone, 45 students 
were placed in group B. and 14 students were placed in group C. This 
is 7.01 per cent of the total. Those placed in group C were strabismic 
and had monocular vision. The remainder of the students were placed 
in the defective groups because of acuity findings or report of severe 
symptoms. Five were placed in group B and three in group C on the 
basis of symptoms alone. 

The classification, group D, contained the students with red-green 
color perception deficiency. This is shown in Table II. This approxi- 
mates the expected total number of cases but the percentage of females 
is higher than normal.'' 
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TABLE Il. COLOR DEFICIENT STUDENTS 


No. failing Male Fem-le 
38 27 1] 


Per Cent of total 3.18% 1.3% (847 students examined) 


Table III is the data showing the relationship between visual 
groups and general scholastic success based on the teachers’ judgments. 
There has been much discussion about poor vision handicapping a 
student. This table suggests that such a relationship does exist. 
TABLE Ill. RELATIONSHIP BETWEEN VISUAL GROUPING AND 
GENERAL SCHOLASTIC SUCCESS 
SCHOLASTIC GROUP* 

IV Tetal 
Visual A 1% 5% : 26.2% 100% 
Visual B 2.9% 23.4% 100% 
Visual C 9% 22.6% 30.9% 100% 


*Group I. excellent; Group II, good; Group III, fair; Group IV, poor. 


The classification of the students based on the teachers’ judgment 
only might be criticized as inadequate. In the everyday operation of the 
schools, however, it is the teacher who grades the pupil. 

In an attempt to determine the statistical significance between the 
visual groups and the scholastic groups, a procedure similar to that 
employed in industrial vision research programs was employed.'? The 
group was divided visually into two categories, group A and group C. 
Group B was not considered, as it is an intermediate group and if a 
statistical significance between A and C can be shown, it is not necessary 
to prove significant differences between A and B or between B and C. 
The scholastic scale was broken into two categories combining groups 
I and II into the first category and groups III and IV into the second 
category. The data were then treated as a problem in the significance 
of difference between percentages.'* The sigma of the difference in per- 
centages obtained is .0372 and the critical ratic 2.41. This indicates 
that the difference is significant at the 2 per cent level, which is con- 
sidered a high level. Thus a significantly higher percentage of scholastic 
groups I and II fall in visual group A than the similar percentage of 
scholastic groups III and IV falling in group A. 


CONCLUSIONS 

1. The visual survey described is a practical method to be used 
in schools. The effort is justified by the number of visually defective 
students detected. 

2. In this study a significantly higher number of students who 
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passed the visual tests were better students as judged by teacher classi- 


fication. 

3. It may be inferred that improvement in the visual skills in 
the school population should tend to improve the scholastic success of 
the group. 

4. Benefits for the students were realized by the closer cooperation 
between the school officials and professional practitioners in the com- 
munity. 

204 COMMERCIAL NATIONAL BANK BUILDING 
ANNISTON, ALABAMA. 


REFERENCES 

1. Betts, E. A.. Austin, A. S., Visual Problems of School Children, Professional 
Press, Chicago 

2. Kuhn. H.. Industrial Ophthalmology. C. V. Mosby Co., St. Louis, 1945. 

3. Tiffin. J.. Industrial Psychology. Prentice-Hall. Inc.. New York. 1944. 

4. Sherm-n. R. A.. Bausch & Lomb Optical Co.. Personal communication with the 
author 

5. Anon. Keystone Visual Skills and Supplementary Tests. Keystone View Co.. 
Meadville. Pa., 1947 

6. Project-O-Chart. Model 1215, American Cptical Co.. Southbridge. Mass. 

7. Reduced Snellen Chart #71-35-87.3100. Bausch & Lomb Optical Company. 
Rochester 
Pseudo-lsochromatic Color Plates. Bech Engraving Co.. 1940. 

9. Betts. E. A.. Foundations of Reading Instruction, American Book Co., New York. 
1946 

10. Imus. H. A.. An Evaluation of the Visual Factors in Reading. Dartmouth Col- 
lege Publicgtions, Hanover, N. H., 1938 

11. Duke-Elder, Textbook of Ophthalmology. Vol. I. C. V. Mosby Co., St. Louis. 
1944 

12. Kephart. N. C., Occupational Research Center, Purdue University, Lafayette. 
Indiana. Personal communication with the author. 

13. Garrett. H. E.. Statistics in Psychology and Education, Longman, Green & Co.., 
New York, 1944 


ABSTRACTS 


REPORT ON THE EFFECT OF TRAINING IN COLOR BLINDNESS. Fletcher 

McCord (Univ. of Tulsa), J. of Clin. Psych., 3 (2). 197-198, April, 1947. 

One subject who showed a definite weakness on the Ishihara, Pseudo-Isochromatic 
and Dvorine charts was given five weeks training on the Dvorine charts and upon the 
completion of the training. he was able to read all the charts correctly. 

The exact charts miscalled by the subject on his first tests are identified and the 
training procedure used is described briefly but adequately. The author states that the 
chief errors made by his subject in naming colors were a matter of nomenclature and 
that the success of the training appears to be a result of practice in color-reading rather 
than in color-sensitivity. 

Since it is a matter of dispute just what the pseudo-isochromatic figures test and 
since the author concluded that the training simply improved the subject's skill in read- 
ing the charts correctly rather than improved his color-sensation, it would seem more 
appropriate if the title of the paper were ‘Report on the Effect of Training in Color- 


Reading.” 
R. E. B 
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THE CORNEAL LENS—A PROGRESS REPORT * 


Robert Graham? 
Pasadena, California 


Contact lenses enable the refractionist to correct irregular corneal 
errors as well as the regular ametropias. Being free of marginal aberra- 
tions they afford better vision in high corrections than is obtainable with 
glasses. They introduce no problems of prism in anisometropia. Vision 
through them is not obscured by soiling or moisture. They do not break. 
Because they are safe and practically invisible they are sought by those 
who wish to be freed of spectacles. Theoretically contact lenses are the 
most nearly perfect of all physical means for correcting vision. 

In practice, however, their limitations are such that they have been 
indicated for relatively few patients; among these being patients with 
strong corrections or irregular corneas, athletes and others in active pur- 
suits, and those whose appearance in spectacles is not good. 


The most important single impediment to greater usefulness of 
conventional contact lenses is the occurrence of corneal misting after a 
few hours wear. It is the purpose of this paper to report that during the 
current year there has come into existence a type of contact lens which 
completely eliminates this problem. In addition it has the advantages of 
not altering the natural appearance of the eye, and of requiring no ac- 
cessory fluid. 


The corneal lens is a small, thin meniscus of plastic which rides 
upon the cornea. Its thickness depends upon the prescription but aver- 
ages 3/10 of a millimeter. Its overall diameter is approximately that of 
tize cornea. Such a lens, made of plastic with a specific gravity of 1.2 may 
weigh less than 1/20 of a gram. It is close to the irreducible minimum of 
substance in a correcting lens. 


Lhe highly polished concave surface of the meniscus bears a specific 
and close relationship to the cornea, and in this relationship there is little 
or no latitude for error. A zone approximately | millimeter wide at the 
periphery of the posterior surface is of longer radius of curvature. This 
bevelled area increases the departure of the lens from the cornea at the 
periphery, and presents a flatter surface for contact with the limbus. The 


*Read before the annual meeting of the American Academy of Optometry at Winston- 
Salem, North Carolina, December 7, 1948. For publication in the February, 1949, 
issue of the AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN 
ACADEMY OF OPTOMETRY. 


+Optometrist. Fellow, American Academy of Optometry. 
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convex front curve is determined by the ametropia. The thinned edge is 
perfectly smooth and rounded. 

Examination of a properly fitted lens by corneal microscope shows 
that actual corneal contact does not occur. The lens rests everywhere 
upon a lubricating film of tears. Under a corneal microscope tears may 
be seen swirling beneath the lens continuously. The lens does not cap the 
cornea tightly, but floats upon it, with some slight freedom of motion. 
It is not dislodged by movements of the eye, or by blinking, but is held 
in position by adhesion, by capillary attraction, and by the lids which 
ride over it. 

So small a lens cannot have its edges buried deep beneath the lids. 
As a consequence the lid margins travel across the lateral edges and feel 
them, however thin and smooth they may be. The resultant sensations 
of the wearer are initially more pronounced than ts the case with scleral 
contact lenses. Fortunately these lid sensations diminish rapidly. Once it 
has been properly fitted the principal test of a corneal lens is the de- 
termination of whether or not these lid sensations diminish to the point 
where the patient is no longer conscious of them. If proper fit and edge 
characteristics are obtained, and the lids persistently react, the lenses are 
contraindicated. In the great majority of cases the lids soon accept the 
lenses, and the increase in wearing time from then on is rapid. Wearing 
time, where limited at all, is limited by the occurrence, after some hours, 
of itching and smarting of the upper lid. The smarting is transient and 
is instant'y relieved by rerroval of the lens, which may then be promtly 


replaced for further wear. 


REPORT OF CASES 

As of December 1, 1948, 407 cases have been fitted with corneal 
lenses by trained technicians under controlled conditions. Each case was 
given a preliminary examination with a corneal microscope and slit 
lamp. During fittings six cases showed some corneal roughening, as re- 
vealed by fluorescein stains under slit lamp examination. All six recov- 
ered completely within twenty-four hours. The cause appeared to be in- 
accurate fit or too long initial wear or both. Lenses of more appropriate 
curvature, worn for shorter periods at first, did not create recurrences. 
Fitting was not attempted on corneal pathologies or gross corneal irregu- 
larities such as high keratoconus. 

Of the 407 cases, 25 pairs were not delivered because office trials 
revealed contraindicative reactions. 67 cases are not yet discharged. 7 
patients developed some wearing time after delivery of the lenses, but 
were dissatisfied. 102 pairs have been delivered without a report having 
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been received after the post-delivery examination. 206 patients are wear- 
ing their lenses daily, none less than six hours, the majority for at least 
eight hours, many for the full waking day. Of this number 14 have 
had their lenses from eight months to a year. All of these are still in 
constant use. 


DISCUSSION 

Fluidless contact lenses have been made for some time. Corneal 
lenses constructed to different specifications have been tried previously. 
None seem to have the incidence of success of the present corneal lenses 
when applied to regular ametropias. 

It is not possible to say at present that the new lens increases the 
number of cases which should have contact lenses. It is, however, evident 
this early in the development that it greatly increases the percentage of 
success among those who properly should wear contact lenses. On the 
basis of present experience it seems probable that the corneal lens will 
prove to be one of the most significant introductions in contact lens his- 
tory. Its long and often limitless wearing time is of major importance: 
the absence of an accessory fluid highly desirable and the unaltered ap- 
pearance of the eye makes it cosmetically ideal. 


CONCLUSION 
A progress report on the corneal lens is presented. 


This lens appears to mark a definite advance in the science of con- 
tact lens fitting for the correction of ametropias. 

A subsequent report is planned when the first thousand controlled 
cases are completed and the lens is made more generally available. 


ACKNOWLEDGMENT 

Full credit for the development of the corneal lens is acknowledged 
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ANISEIKONIA—A SIMPLIFIED METHOD OF 
MEASUREMENT AND A CASE REPORT * 


Ferd T. Elvin? 
School of Optometry, University of California 
Berkeley, California 


More than 16 years have elapsed since the first appearance of a con- 
tinuing series of papers on aniseikoniat in optical,’ optometric,*? and 
ophthalmological® literature. The incidence of aniseikonia and the relief 
that is afforded a patient whose aniseikonia has been corrected have be- 
come part of the general fund of refractive knowledge of the majority of 
optometrists. Unfortunately, few optometrists have access to an eikon- 
ometer and consequently little can be done to investigate and correct a 
suspected case of aniseikonia. The report that follows will illustrate a 
method of attacking the problem of dealing with uncomplicated cases 
of aniseikonia. 

The patient, male, age 17, was referred by his mother who had 
previously been given a correction for presbyopia. The patient's brother 
had been corrected for a unilateral myopia of one diopter at age 13! 
years. The patient had been aware of poor vision in the left eye since he 
had started school. Four years ago the patient had been taken to an 
ophthalmologist in a midwestern city who apparently recognized the 
existence of aniseikonia in the patient as he advised against correcting the 
myopia of the left eye. He told the mother that there was only one in- 
strument in the country to correct such a condition and he advised 
against the use of a procedure still in the experimental stage. Two 
months before the patient sought optometric help he learned to drive a 
car and he was involved in two accidents both of which occurred at an 
intersection with the other car approaching from his left. His mother 
wanted to see if he could be helped with an ophthalmic correction or 
if his ocular condition would prohibit his further driving. 

The following findings were obtained: 

Visual acuity: O.D. 20/20. OS. less than 20/400, 20/30, with 1 mm. 
pinhole. 


Ophthalmometer: R. 43.75/180 44.25/90 L. 43.00/180 43.50/90. 


*Submitted on October 20, 1948. for publication in the February, 1949, issue of the 
AMERICAN JOURNAL OF OPTOMETRY AND ARCHIVES OF AMERICAN ACADEMY 
OF OPTOMETRY 

+Optometrist. Member of faculty. 

fAniseikonia is that condition in which there is a difference in the size or shape of the 

ocular image of one eye as compared to that of the other. 
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Subjective: O.D. +0.25 D.sph. 20/20. O. S. —3.50 D.sph. > —0.25 
D.cyl. & 65. 20/20. 

Phoria at 20 feet: 4A esophoria, 1 A left hyperphoria ( Maddox rod). 

Fusional supplementary convergence: +11A, Gradient: —4A/+ 
1.00 D. 

Monocular cross cylinder: O.D. +2.00 D.sph. O.S. —1.75 D.sph. > 
—0.25 D.cyl. « 65. 

Binocular cross cylinder: O.D. +2.00 D.sph. O.S. —1.75 D.sph. 
—0.25 D.cyl. 65. 

Amplitude of accommodation (push up): R. 12D. L. 12D. 

When the subjective prescription without the cylinder in the left 
eye was put in a trial frame which was adjusted so that there was a separ- 
ation of 14 mm. from the pole of the cornea to the vertex of the lens, 
the patient immediately remarked that the features of his mother’s face 
were seen double at a distance of 5 feet. With these lenses he was not able 
to obtain fusion of a full projecto-chart image, although he could fuse 
a single letter if his head was positioned so as not to induce a hetero- 
tropia. A rectangle of black paper, 12 cm. long and 5.5 cm. wide, was 
next suspended from the ceiling at S and S’, at a distance of 185 cm. 
trom the patient (Figure 1), to serve as an occluding screen. Its position 


Screen Projecto-chart 
Image 


Figure i 
and dimension were such that the right eye saw only the right side of the 
projecto-chart image (Figure 2) and the left eye saw only the left side. 
There remained a narrow vertical strip that could be seen by neither eye. 
The margins of the projection screen, the walls, the floor, the ceiling, and 
the furniture in the refracting room were seen with each eye. The prob- 
lem presented to the patient was that of judging if the two horizontal 
borders of the projected image were in simultaneous alignment. He was 
instructed to judge the positions of the illuminated border of the pro- 
jected image rather than the spacing of the lines of the Snellen letters. 
Such a judgment would rely on the patient's ability to judge differences 
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Frontal Viewof Frojection Screen 


Border of Area of chart 
aluminized seen by 
screen, neither eye 


Area of ch Area of chart 
seen by seen by 
left eye 4} right eye 
ist from sc —_ Size of proj 
patient: image: I2°X 
Figure 2 


in contour and it is to be expected that he would be sensitive to differ- 
ences as low as 10 seconds.** With the occluding screen in position the 
patient reported that the left vertical dimension of the image was less 
than the right. It was necessary to place six plano lenses in contact** 
betore the left eye to obtain an apparent equality of the vertical dimen- 
sions of the divided image. With such a size lens before the left eye and 
the occluding screen removed the patient was able to fuse the full image 
of the projecto-chart and he could make limited head movements while 
viewing the chart without provoking diplopia. 

At this point it is necessary to make several assumptions in order 
to decide how much of the patient's aniseikonia disclosed by the above 
cited methods is to be corrected by a size lens. These assumptions are: 

1. The major portion of the aniseikonia is due to the spherical 

anisometropia. 

2. The aniseikonia is overall and has no meridional component. 

3. The refractive power of the right eye approximates 58 diopters. 

If the myopia of the left eye were wholly refractive and the axial 
lengths of both eyes were equal we would expect each diopter of aniso- 
metropia to produce a 1.7% difference in retinal image size of a distant 
object.*:* This relationship can be deduced by considering that the size 
of an image is inversely proportional to the focal length of an optical 
system. If the refractive power of a 58 diopter eye is increased by one 


*Although a 10 second difference in the width of a 12 inch chart would be a size dif- 
ference of 0.1%, it is not to be inferred that this represents the sensitivity of the 
method described. The lack of a central fixation target. the possibility of a vertical 
fixation disparity due to the anisophoria, and the angular separation (2!, degrees) 
of the border of the image from the binocularly viewed projection screen are factors 
which decrease the sensitivity of the measurement. 
**T hese lenses were 1.8 mm. thick and were ground on a +6.50 base. Since the air 
space between each of these lenses at the vertex is less than 0.03 mm. when the lens 
margins are in contact, for all practical purposes, they may be treated as a single 
lens of zero vertex power 10.8 mm. thick. 
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diopter, the focal length of the eye and the size of the image of a distant 
object would be decreased by one fifty-eighth or 1.7%. If the patient's 
myopia were wholly refractive in nature, one would expect him to be 
aniseikonic to the extent of 6.4% (3.75 diopters & 1.7% per diopter). 
Since only 4.9% of aniseikonia was disclosed by the method herein 
described there must be an axial as well as a refractive component of the 
myopia to account for the remaining 1.5%. Before the correction of the 
myopia, the patient had experienced no difficulty in fusing the images of 
gross objects, nor had he developed a suppression of the left eye image: 
yet there must have existed an aniseikonia in excess of 1.5% if some of 
the myopia was axial in nature. In view of this insensitivity to a moder- 
ate amount of aniseikonia it was decided to prescribe lenses that compen- 
sate for approximately one-half of the aniseikonia disclosed. 

O.D. +0.25 D. sph. on +3.00 D. Base with center thickness 

1.5 mm. 
O.S. —3.50 D. sph. on +10.00 D. Base with center thickness 
4.0 mm. (The astigmatism was ignored. ) 

The magnification of the left lens due to its shape factor’ is 2.7% 
and that of the right lens is 0.3%. The horizontal diameter of the lenses 
was 43 mm. and they were mounted in a frame so that a plane passing 
through the center of the bevel of the eye wire was 12 mm. anterior to 
the pole of the cornea. The posterior pole of the left lens was 2 mm. 
anterior to such an eyewire plane. This placed the vertex of the left lens 
at the position of the trial case lens. The vertex of the right lens was 
1.4 mm. posterior to that of the left.* 

The patient was advised that he might experience difficulty in wear- 
ing the lenses but that he should wear them constantly for one month 
and then report back to the office. When the lenses were delivered to 
the patient he had no difficulty as long as his eyes were directed straight 
ahead but he experienced diplopia in a lateral gaze. When he looked at 
objects across the street he remarked that there was a striking ‘‘depth”’ 
to the scene. At his one month progress report he stated that he had 
experienced no difficulty in becoming adjusted to the lenses and that he 
had worn them constantly. There was no change in his subjective 
refraction and his phoria at 20 feet was found to be 2A esophoria and 
1A left hyperphoria. When a red glass was placed over the left eye he 
reported diplopia only when a white light was carried 30° into his 
right field or 50° into his left. 

There is no way of knowing if the patient would have been able 
to comfortably wear a prescription ground to standard base curves, 


*Such a shift of the right lens changes the magnification properties by less than .004%. 
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unless one went to the expense of having such lenses made. However, 
in view of his rejection of a trial frame prescription and ready acceptance 
of an aniseikonic prescription, along with previous case reports, it is to be 
assumed that the comfort and visual performance of the patient was 
materially increased by the incorporation of a size factor in his ophthal- 
mic correction. 


SUMMARY 

A method has been described whereby a simple clinical technique 
can be used to disclose an overall aniseikonia. Several assumptions were 
made in order to determine what portion of the disclosed aniseikonia 
was to be corrected by a modification of the form of a prescription to 
correct 3.75 diopters of anisometropia. The wearing of such an 
ophthalmic correction enabled the patient to enjoy clear, comfortable, 
binocular vision. 


3226 LAKESHORE AVENUE 
OAKLAND, CALIFORNIA 
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INDIVIDUAL RESPONSIBILITY FOR COMMERCIALISM 
IN OPTOMETRY 


In recent years progress has been made in significantly reducing the 
commercial aspects of optometry. Credit for this commendable ac- 
complishment is due to the organized efforts of the American Optometric 
Association, the American Academy of Optometry, the Optometric Ex- 
tension Program, our optometric schools, various state and local opto- 
metric societies and the optical companies who, with the aid of the Bet- 
ter Vision Institute, have spent much time, money, and man-power 
toward educating optometrists and the public that the professional as- 
pects of eye care are more important than the mere purchase of a pair of 
glasses. 

However, optometry is not yet at a stage where complacency and 
satisfaction are warranted, despite the strides toward professional modes 
of practice. There is much more to be done. 

It is less than a hundred years ago that glasses were sold over the 
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counter or peddled by “spec sellers.’’ The then common practice was for 
the customer to select a pair which suited him best and often much atten- 
tion was given to the appearance of the frame. Well-to-do people pre- 
ferred gold and silver frames and jewel studded lorgnettes were the 
adornment of elite ladies. Incidentally, one may wonder today if the 
fancy frames now available are not often given more attention than the 
examination of the eyes. There is no justification for criticizing the en- 
hancement of a person's appearance or in indulging one’s vanity if the 
more important part of an optometrist’s services, the examination, diag- 
nosis and prescription. are not slighted. First and foremost should be 
the professional consideration of what lenses, if any, the patient requires. 
Of secondary importance is the matter of a stylish frame. If an outsider 
listening in on some groups of optometrists should overhear the conver- 
sations about the new “‘vampire™’ or “‘exotic’’ frames, he might wonder 
if these men were more interested in cosmetics than in the scientific ex- 
amination and determination of visual anomalies. Granted that the 
patient's reluctance to wear glasses is decreased by a good looking frame, 
the point should not be overlooked that in some busy practices the time 
necessary to select a frame from the vast array of beautiful samples often 
exceeds the time spent on the examination of the eyes. When this is the 
case, it seems reasonable that the optometrist may well question whether 
he is more of an optician—or even a beautician—than he is an optome- 
trist. 

It is less than 50 years that optometry has had /egal recognition, 
and regulation. It is not true that legal and professional recognition are 
the same. Any group does not gain professional recognition directly by 
legal means alone. In some states laws have been passed which force 
optometrists to adopt and adhere to certain standards—which standards 
should make the optometrists more professional. It is unfortunate that a 
few optometrists must be forced by laws to practice professionally. 
Nevertheless, even though the means are unfortunate they may be justi- 
fied if they result in a greater good for a greater number. A salient point 
that should be mentioned is that legislators do not enact laws primarily 
for the welfare of a group who wish to improve their own livelihood. 
The law-makers’ concern about the merits of proposed legislation is 
whether or not the welfare of the public is served best. It must be con- 
cluded that in those states where laws have been passed prohibiting the 
commercial practice of optometry, it was judged by those who are en- 
trusted with the public welfare that the eye care of the public would be 
improved. 

It should be obvious to every optometrist that all the various opto- 


| 

| 

i 2 

a 

‘Ng 

i bs: 

84 


EDITORIALS 


metric organizations, the optometric schools, the legal guardians of pub- 
lic welfare in several states and most of the manufacturers have joined in 
the condemnation of the commercial sale of eye glasses as not being in the 
best interests of the public. The question must be asked then: Why do 
some optometrists continue to blatantly advertise themselves as mer- 
chants? 

We would like to be able to say honestly that optometry has 
evolved from opticianry and that the old practice of selling glasses to a 
customer is a thing of the past. Yet, one is able to see on many windows 
the sign: “‘Optometrist — Optician — Eyes Examined — Prescriptions 
Filled — Glasses Repaired and Lenses Replaced.’’ The ironical aspect is 
that many of the most commercial stores are conducted by optometrists 
who are very nice fellows and who are accorded considerable respect in 
optometric circles. They are often the first to contribute their views and 
their money to worthwhile causes in and for optometry. Yet, it seems to 
be a case of ‘‘do as I say but not as I do.” 

The charge is sometimes laid on the doorsteps of the optometric 
schools to the effect that students are not taught to practice profession- 
ally. All students upon graduation are filled with ideals of proper pro- 
fessional optometric practice. However, their ideals are soon shattered 
when they observe that many older optometrists are practicing commer- 
cially and often they conclude that their only chance of earning a living 
is to do likewise. It is not the schools that have created the commercial 
practices in optometry: it is optometrists, themselves, who have created 
and continued such practices. 

Now that the various organizations in optometry, the optometric 
schools, the legislatures and the optical manufacturers have exerted their 
combined efforts in reducing commercialism in optometry, it is high time 
tor certain individual optometrists to heed the call toward professional- 
ism in optometry in the interests of public welfare. Many of those whose 
practices have the appearance of commercialism maintain that they prac- 
tice just as professionally, if not more so, than so-and-so who gives all 
the outward manifestations of professionalism but who actually ‘‘sells”’ 
unnecessary glasses and even orthoptics. Such a claim may at times be 
true, yet the kettle does not become any brighter by calling the pot black. 
That is, there is no justification for a man to continue with the appear- 
ances of commercialism if he really practices professionally just because 
someone else is a wolf in sheep's clothing. There is no need to argue 
about what constitutes professional practice and the externalities of pro- 
fessional appearance. If anyone is in doubt, let him turn to the various 
optomeiric organizations and also consider what the legislatures have 
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endorsed in several states. One may be a real gentleman in a peddler’s 
attire but the unfortunate thing is that very few will be able to recognize 
him as such. Likewise, an optometrist may examine his patient's eyes 
just as competently and as scientifically in a store as in an office but, un- 
fortunately, few will accord him the honor due a professional man. 

The individual optometrists in commercial establishments who are 
sincere in wishing to join those interested in raising the status of optome- 
try to a professional level should lend their aid not only to optometry— 
and particularly to the younger men in optometry by setting a good ex- 
ample for them—but, even of greater importance, it is hoped that those 
optometrists in commercial establishments will realize that a greater good 
can be rendered in the behalf of public welfare by adopting and conform- 
ing to accepted professional practices. 

The action of the individual practitioner in optometry is the ulti- 
mate yardstick by which professional progress is measured. The final 
responsibility for commercialism in optometry rests with the individual 
optometrist who is the exclusive trustee for carrying any further the 
progress already achieved toward complete professionalism. The realiza- 
tion of this individual responsibility, although a sobering thought, 
should be inspiring. 

It is doubtful if anyone really prefers to be commercial when he has 
the education, ability and integrity to be professional. 

ROBERT E. BANNON 


ABSTRACTS 


TESTING FOR AND TRAINING ANOMALOUS FIXATION IN AMBLYOPIA 

AND SQUINT Thaddeus R. Murroughs. J. of the Indiana Optom. Assn., 

20 (11). 10-12, Nov. 1948 

The opinions of Duke-Elder, Worth and Brock on anomalous retinal correspon 
dence, false fixation, false macula. and anomalous fixation are presented and discussed 
briefly 

Brock’s tests for anomalous fixation are reviewed and a set of three simply corrobo- 
rative tests suitable for routine office practice are presented. These latter consist of 
having the patient occlude first the amblyopic or deviating eye and. second, the good eye, 
while performing such tasks as kicking a cardboard box. picking up buttons from the 
floor, and pointing to various parts of a target projected on a screen. 

Home training consists of piling blocks, drawing. sorting colored beads and 
marbles, bouncing a rubber ball and playing various simple games while the good eye 
is occluded 

Once the home training. supplemented by office checking. has resulted in proper 
fixation and improved acuity, simultaneous perception and peripheral fusion can usually 
be elicited. The Brock stereo-motivator procedure is used to develop and increase periph- 
eral stereopsis. Central stereopsis is the final step and follows as the acuity improves and 
the central suppression area is decreased. In some cases. if a central scotoma persists, the 
patient can be taught to hold the eyes straight by peripheral and paramacular fusion 


rather than by macular fusion. 
R. E. B. 
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TRANSACTIONS OF THE 
AMERICAN ACADEMY OF OPTOMETRY 


A department devoted to announcements. reports, appointments, organization data. 
news, professional problems and ideals, as these relate to the Academy. 


REPORT OF RESEARCH PROJECTS COMMITTEE* 
Robert E. Bannon 


During the year 1948, the research projects committee of the Am- 
erican Academy of Optometry recommended to the Executive Council 
trants-in-aid for research projects to the total of $3,500.00. This 
noney was shared by the Ohio State University School of Optometry 
and the Columbia University Optometry Laboratory. The August, 
1948 issue of the American Journal of Optometry and Archives of the 
American Academy of Optometry contains a comprehensive account of 
the two research projects. 

To recapitulate, the investigation being aided at Ohio State Uni- 
versity is that of determining the effect of low levels of illumination and 
treedom from optical stimulation of accommodation upon the refractive 
state of the eye. The Academy grant of $1,500.00 to Ohio State is for 
a research fellowship for Henry A. Knoll who is working under the 
direction of Dr. Glenn A. Fry. Knoll’s investigation is divided into two 
paris. The first part carried out during the 1947-48 academic year and 
toward which the Academy had given a grant-in-aid during 1947, was 
concerned with the effect upon the refractive state of the eye when the 
ptical stimuli to accommodation is removed and the level of illumina- 
ion is kept constant. The second part of the investigation which is being 
-onducted during the current 1948-49 academic year, will determine the 
influence upon the refractive state of the eye by varying levels of illumi- 
nation. 

Dr. Fry has reported that Knoll’s investigations are almost com- 
pleted and that we may look forward to the publication of the results 
in the near future. 

The research project being carried on at the Columbia University 
Optometry Laboratory under the direction of Dr. C. L. Treleaven con- 
cerns an investigation of certain aspects of the Pulfrich Stereophenome- 
non. The Academy grant of $2,000.00 will assist toward a research 
fellowship and apparatus for Aaron Hyman who is working under the 


*Read at the annual meeting of the American Academy of Optometry, Winston-Salem 
N. C., December 4, 1948. 
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direct supervision of Dr. Alfred Lit. A summary of his project and a 


progress report prepared by Dr. Lit follows: 

The Pulfrich Phenomenon is a stereoscopic effect which is elicited when an 
object such as a pendulum, oscillating in a frontal plane. is observed binocularly 
with unequal illuminations existing in the two eyes. The oscillating object will 
appear to rotate out of its plane of oscillation. The effect increases as the in- 
tensity difference between the two eyes is increased. The apparent displacement 
is accounted for in terms of differences in the visual latent periods for the two 
eyes as a result of the differences in retinal illumination. When the apparent dis 
placement of the oscillating object in the vertical median plane is determined. the 
latency differences between the two eyes can be calculated by appropriate formulae 
derived from consideration of the laws of binocular projection 

It is proposed to investigate the magnitude of the stereoeffect (and the 
corresponding calculated latency difference) for various intensity differences be 

; tween the two eyes obtained at different levels of illumination as functions of the 
; distance of the plane of oscillation from the eyes. Other variables which may be 


investigated include the velocity and amplitude of stimulus movement and the 
width and form of the stimulus target. The results will be correlated with pho 
tochemical theory of retinal action and the principles of binocular space projec- 
tion 

: The project has now reached the stage of apparatus-building. The con 
struction of the dark room in which the measurements are to be made is near 
completion. An apparatus designed to provide the oscillating target with a con 
stant angular velocity in a frontal plane at any given distance from the eyes is 
also being built. Orders have been submitted and shipment is being awaited for 
special auxiliary equipment such as a constant speed motor. pulley-wheels, and 
a set of Wratten neutral tint filters. It is anticipated that testing of subjects will 
begin in January. 1949 


During the past year. as well as in previous years, the research 
projects committee has had several inquiries and suggestions concerning 
research projects. It is necessary to distinguish between inquiries, sug- 
acstions, ete.. and a formal request for a grant-in-aid. In order to make 
it clear that the Academy has shown no partiality in granting funds for 
research, it should be mentioned that the grants made were in answer to 
the only applications received. The requirements for Academy grants-in- 
aid are simply that the proposed research project be stated clearly in 
writing and the person, or persons, who will conduct the research be 
designated. Other details should include: the laboratory at which the 
research is to be done, the apparatus necessary, the estimated length of 


the project, etc. 

As in the past, the research projects committee takes this opportuni- 
ty to announce that the Academy will be happy to receive funds from 
Academy members. or from any others who are interested, for the pur- 
pose of increasing the Academy grants-in-aid for research. 


CONTACT LENS SECTION 


Kinks in the year-old Academy program to certify contact lens 
specialists have now been ironed out, and plans for the 1949 program 
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completed, reports Dr. John C. Neill, chairman, contact lens examining 
board. 

The program was first discussed at the Philadelphia meeting, the 
examining board appointed at the Chicago annual meeting in December, 
1947, and put into operation at Winston-Salem last December. At the 
1948 meeting the examining board was represented by Dr. V. J. Eller- 
brock, Dr. Meredith Morgan, Jr., Dr. Neill, and Dr. D. G. Hummel 
(an ex-officio member). Several constructive meetings of the board 
were held, including the interviewing of 21 candidates who attended 
the Winston-Salem meeting. Successful candidates will be announced 
at a later date in this magazine. 

Under the direction of Dr. Neill, the examining board mapped 
out the examining program for 1949, as follows: 

The chairman will prepare study outlines to aid candidates in the 
following subjects: (1) optics in contact lenses: (2) chemistry of con- 
tact lens solutions: (3) anatomy and physiology of the anterior portion 
of the eye and its adnexia: (4) pathology involved in contact lens 
fitting: (5) (a) history of contact lenses, (b) types of contact lenses, 
(c) methods of fitting and adjusting contact lens?s. 

Applicants should write to Dr. John C. Neill, 5128 North Broad 
Street, Philadelphia, 41, Pennsylvania, to obtain application blanks 
and study outlines. 

The 1949 examination, according to Dr. Neill, will be divided 
into three parts: (1) written examination based upon the questions 
submitted by board members; (2) oral interview: (3) practical exam- 
ination in which the candidate will fit lenses to a patient, using the 
method of his choice. At present, it is planned to give these examina- 
tions during the four days of the regular Academy convention which 
will be held in Cleveland, Ohio, December 10-13, 1949. 

Successful candidates will be presented a diploma certifying that 
they are specialists in the field of fitting contact lenses, and registered as 
specialists in the annual Academy roster. 

Candidates for the 1949 examinations must have their applica- 
tions in by November 1. 


COMMITTEE APPOINTMENTS 


President D. G. Hummel reports the appointment of two addi- 
tional Academy committees for 1949: 

Committee on Undergraduate Honorary Fraternity—Alpha Alpha 
Omicron: Dr. I. M. Borish, Kokomo, Indiana, chairman; Dr. John R. 
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Dean, Los Angeles, California, and Dr. Herbert G. Mote, Columbus, 
Ohio. 

Section on Pathology: Dr. William O. Vivian, Media, Pennsyl- 
vania, chairman: Dr. E. L. Higgins, Cleveland, Ohio, Dr. W. S. Brent, 
Barberton, Ohio, and Dr. Ralph E. Wick, Rapid City, South Dakota, 


LOCAL CHAPTER ACTIVITIES 


CONFERENCE ON READING PROBLEMS SPONSORED BY 
NORTHEASTERN OHIO CHAPTER 

A conference on reading problems sponsored by the Northeastern 
Ohio Chapter of the Academy was held on February 12 in Cleveland. 
A similar conference for educators and visual scientists was held for the 
first time last year. 

Representing optometry at the conference was Dr. Howard F. 
Haines, School of Optometry, The Ohio State University. His topic was, 
. “Corrective Procedure? Following the Visual Screening Tests.”’ 

! INDIANA CHAPTER ELECTS 1949 CFFICERS 

Newly-elected officers of the Indiana Chapter are as follows: Dr. 
Robert Ledig, Indianapolis, president: Dr. Kenneth Kintner, Misha- 
waka, president-elect: Dr. Virgil McCleary, Warsaw, vice-president; 
Dr. W. L. Van Osdol, Indianapolis, secretary-treasurer; Drs. Dale E. 
Berkebile, Rochester. and Dr. R. A. Major, Shelbyville, members of the 
executive council. 
PSYCHOLOGIST SPEAKER AT EASTERN PENNSYLVANIA 

CHAPTER MEETING 

“Intelligence Quotient,” was the topic discussed by Mr. David 
Habel at the January meeting of the Eastern Pennsylvania Chapter. 
Mr. Habel is a member of the Psychology Department, Pennsylvania 
State College of Optometry. 

SOUTHERN CALIFORNIA CHAPTER HEAR CONVENTION 
DELEGATES’ REPORT 

Dr. John Dean and Dr. Henry Hofstetter, both of Los Angeles, 
reported the proceedings of the 1948 Academy meeting to their chapter 
Fellows at the January dinner meeting of the Southern California 
Chapter. 


ARKANSAS CHAPTER 

The Arkansas Chapter started 1949 with a two-day conference 

at the Albert Pike Hotel, Little Rock, to lay plans for the 1949 pro- 
gram. Officers of the chapter are: Dr. O. H. Johnson, Jonesboro, 
president; Dr. Charles H. Brown, Little Rock, secretary-treasurer. 
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CURRENT COMMENTS 
Virginia Huck 
Editorial Assistant 
Optometrists will confer a favor by sending news items of general interest for this 
department: such as relate to new instruments, clinical techniques, education, visual 
health and optometric legislation and organization. 


OBSERVER FINDS BRITISH HEALTH PROGRAM 
DEMORALIZING 


The people of our nation probably have already forgotten many 
of President Truman's breath-taking requests to Congress in his January 
5th ‘Fair Deal’ speech. One proposal, however, has since been the 
center of discussion everywhere in these United States—his request for 
pre-paid federal health insurance. The President's call for a compulsory 
insurance plan sharply focused an issue which until now has been con- 
sidered by the public only a vague possibility. Now the public expects 
1949 to be the decisive year. 

Judging from the pressure President Truman is exerting to push 
through his distinctly left proposals, 1949 is the year, and optometry 
faces an immediate decision. Does it favor socialized medicine or not? 
We say ‘socialized medicine,”” for the plan, carried to its ultimate con- 
clusion, spells socialized medicine in a socialized state. 

In making his decision, the optometrist has two main considera- 
tions: (1) his responsibility to provide the best possible eye care to his 
nation, and (2) his own status in society. In making such a decision, 
it is logical to examine a similar system already in operation—that of 
Great Britain's, and see how it affects the profession and the citizenry. 
The Journal has had many first-hand reports on the situation, the 
most recent being from a reliable authority who spent many weeks in 
England, studying the problems from all angles. 

The picture—as we have reported before—is decidedly depressing. 
It is increasingly evident that the disadvantages far outweigh the advan- 
tages. True, England's Optical Benefit program eventually will put 
glasses of some kind on every British ametrope, but to a freedom-loving 
individual, the process is nightmare provoking. The facts, as reported 
from England,' speak for themselves: 

“I have recently made a number of calls on the ophthalmic men 
at the professional, wholesale and manufacturer level to find out what 
effect the free optical benefit included in the new National Health 


‘Because of the writer's British business connections the author's name is, of necessity, 
withheld. The communication is on file at the Journal office. 
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CURRENT COMMENTS 


Insurance Act had had on the ophthalmic group. The information 
obtained from these calls both amazed and depressed me. The only good 
feature I can see is that at least those people who previously went into 
Woolworths and selected a pair of glasses are now getting a refraction 
and fitting. An allocation from the fund was made to cover the Optical 
Benefit for a nine-months’ period. This was exhausted in less than two 
months. 

‘The effect of these free medical benefits on the moral fiber of the 
mass of the population is degenerating in the extreme and distressing 
to hear. The intention is to endeavor to make them look to the 
Government to fill their every need and to expect it as their right. The 
office of every medical man in the scheme is filled every day with people 
who have come in on the most trivial matters—because they can get 
attention free. The only way he [the physician] can get rid of them 
is to sign prescriptions. A woman with the time to spare will spend 
two afternoons waiting in the doctor's office so that she can eventually 
get from him a prescription for a bottle of aspirin tablets and a bottle 
of somebody's cough syrup! The prescription means that she can get 
them free instead of paying for them herself. A doctor can prescribe 
anything which he can justify as a clinical necessity. If it is in any way 
abnormal it goes up for consideration by a local board. If they pass 
it, then the patient will get it free. I heard of one or two cases which 
I should have thought would certainly have been abnormal. One was 
a man who had lost his hair from a childhood disease and had now lost 
his wig. He got two “‘toupees” on the government, free. The other 
was a prescription which was taken in to the dispensing druggist and 
on examination was found to call for a “‘motorized invalid chair."" This 
was referred to the local board and was passed on the grounds that it 
was the only way the invalid could get around! 

“As a result of the Optical Benefit, nearly the whole of the work- 
ing classes and some of the middle classes have decided that they are 
going to have free glasses on the Government and the ophthalmic pro- 
fession and trade are swamped from top to bottom. 

‘The British optometrist receives a refracting fee for every refrac- 
iion he makes: he then receives a dispensing fee for every pair of glasses 
he fits—and the dispensing fee is higher than the examination fee. In 
consequence, at the beginning of the scheme, the sale of bifocals fell off: 
the reason was that many of the unethical members of the profession 
would tell their presbyopic patients that bifocals would not be good for 
them and, therefore, they must have two pairs of glasses. This practice 
has now been stopped. The ophthalmologist and oculist, also, can 
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receive examination fees, but they are slightly higher than those of the 
refracting optician. Most of these men used to give their services at 
hospitals and clinics free. They now continue with their private prac- 
tice, but also, collect fees from the Government for examinations they 
previously made free. 

“The optometrist pays his wholesaler as before and then collects 
from the government. The Optical Benefit is not a grant-in-aid but the 
glasses have to be selected from a certain schedule known as the free list. 
Anything outside this list is not included in the scheme and the patient 
may not say he will have something else and pay the difference himself. 
As a result, the sales of all the better quality and style products have 
dropped enormously. If an optometrist feels that it is a clinical neces- 
sity for a patient to have some product outside the scheme, he may 
certify this on his prescription and send it in to the local board for 
approval. If approved, the patient may be supplied. Some sales of the 
better products are made since the optometrist will suggest the patient 
have two pairs of glasses, one under the scheme and one not. He will 
supply the better one at less than the normal fee, owing to the reduc- 
tion in his overhead and the fact that he does not have to make a 
separate refraction. If a patient breaks a pair of glasses supplied under 
the scheme, he receives a free replacement provided he is able to explain 
that the breakage was accidental. Any breakage of a child's glasses is 
always deemed to be accidental; the optometrist will try to justify a 
complete new pair rather than do a minor repair. Of course, it is need- 
less to say that you cannot get an appointment for an eye examination 
under about three months. 

“At nearly every wholesaler I visited, they were busy putting up 
shelves and fixtures. I soon found out by observation just what these 
were for. The mail is brought in each morning and opened. Letters, 
bills, etc., are removed and the orders placed in a sack. The sack is 
then tied up, a date tag put on it, and it is placed in order in the 
fixture. Anything from six to eight weeks later the sack is opened, and 
the orders placed in the shop for processing. 

“I found no illusions anywhere as to the long-term effects of the 
scheme and the ultimate intentions of the Government. The Govern- 
ment—+specially Aneurin Bevan—knows that once having started a 
hand-out of this kind, they will never be able to stop it, nor do they 
want to. They feel that the present rush will have stopped in about 
two years, and things will have found their own level. At that time, 
they will come along to the optometrist and say, ‘Look, boys, we're 
sorry but no more free glasses except from Government Clinics. If you 
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would like to continue prescribing under the scheme, we'll be very 
pleased to have you in the clinic and your salary will be “X-peanuts 
per year.’ 

“The next step will be to start doing their own dispensing and 
prescription work which would mean the end of many of the private 
prescription and dispensing houses. The final step, of course, would be 
to set up a central buying organization which—being a Government 
department—would insist on the manufacturers supplying the material 
at cost. 

“Sorry to have been quite so long in painting this dismal picture, 
but the more I heard of the effects of the scheme—both the medical part 
and the optical—the more depressed I became. The one sure thing we 
can expect from this Government activity is the preservation of medio- 
crity and the removal of individual initiative. If we are ever to have 
anything like it in America, then we must make sure it is in the form 
of a grant-in-aid only. Just all-out opposition to socialization of the 
medical and health services is not going to be sufficient. An alternative 
must be offered. I believe this can be done without making the indi- 
vidual feel that the government will always take care of him and that 
he has no need to provide for the future or any contingencies that may 
arise.” 

From the above report it is all too evident that compulsory federal 
health insurance is not the answer to the shortcomings of our own 
health system, either from a short-range or a long-range standpoint. 
From the short-range standpoint, the system destroys the absolutely 
necessary individual eye care afforded under the American system of 
practice, and which American optometrists have worked so hard to attain. 
From a long-range viewpoint, federal compulsory insurance is not the 
answer, for by the time the program has emerged from its hectic infancy 
and refractions are no longer on an assembly-line basis, the program has 
reached the full socialized state, with the government in complete con- 
trol, and private practice a thing of the past. 

We are not closing our eyes to the fact that there must be more 
adequate visual care for our people. In a coming issue, the Journal will 
present its proposal for improved visual care in the United States. 
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ADVERTISEMENTS 


* The firm masculine lines of 
the debonair MIDWAY are fur- 
ther enhanced with the addition 
of Solid 10-K Gold front and 


temple placques, severely tai- 


lored to impart an air of smart 


dignity and good taste. 


As correct as white tie and dress 
trousers, it’s the frame worn by 
the popular man about town. 


Available through your Supply House. 


THE KONO MANUFACTURING CO, y 
69-24—49th AVE., WOODSIDE, N. Y. IPA 
CHICAGO CHARLESTON LOS ANGELES 


Shaped French or Konoptic 
Snug - Fit Temples in Flesh, 
Blonde and Demi; 42 and 44 
eye, 20 to 24 D.B.L. 
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ADVERTISEMENTS 
FILTERED LIGHT IS BEST FOR SIGHT 


T 


“With my Therminon Lenses I am 
never bothered with glare. I certainly 
recommend them to anyone who wears 
or needs glasses and works under arti- 


ficial light.” 
—NORTHA GWINN 
Office Worker 
Des Moines, Iowa 
THERMINON BIFOCAL 


Lhorminen 
All Purpose Absorptive 
LE NSE S transmit essential visible light 


yet absorb harmful and irritating infra-red and ultra-violet 
rays. Precision made and famous for cool eye protection, : 
Therminon Lenses are recommended with confidence . . . 
worn with comfort. THERMINON KRYPTOK 


tenses 


TRANSMIT VISIBLE LIGHT 


ABSORB IRRITATING RAYS 


SIS 1838 SI LHOIT 1005 


THERMINON LENS CORP. 63rd and Univ. Des Moines, lowe 


COOL FILTERED LIGHT IS BEST FOR SIGHT. 


COOL FILTERED LIGHT IS BEST FOR SIGH 
H 


TELEBINOCULAR 
and a TEL-EYE-TRAINER 


The New Keystone Telebinocular with the Ortho-Trainer and the Rotor Control 
A Sturdy Telebinocular and Regular Slide Holder with— 


1. Lenses corrected for color and spherical 3. Special light under the lens wells so that 
aberration. the technician can view the patient’s eyes. 

2. Removable auxiliary lens wells adapted to 4. Substantial base and well-balanced sup- 
wide and narrow P.D.’s. porting arm. 

The Ortho-Trainer is a SPECIAL slide carrier with the following features: 

1. Accommodates TRANSPARENT split 3. Electric connections for regular outlets and 
slides and OPAQUE split cards. for Tele-Rotor flash control. 

2. Adjustable to maintain—at all distances— 4 New slides are available for Accommoda- 
a. Orthophoric separation; b. Constant sep- tion, Duction, and Stereopsis Training, with 
aration; c. Desired Base-out and Base-in special emphasis on near-point prob ems. 


separation; d. Desired accommodation-con- 
vergence relationship. Further Information on Request. 


KEYSTONE VIEW CO., Meadville, Pa. 


PIONEERS IN VISION-TRAINING EQUIPMENT 
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REGULAR PANOPTIK 


Segment size: 21.5 x 14.5mm. 
Nokrome gloss used in adds to 
+ 1.00. Speciol Borium gloss used 
with strong reading additions to 
reduce segment thickness ond 

inimize color. C ted curves. 


MINUS ADD PANOPTIK 


Segmert size: 23 x lémm. The 
inverted segment forms a win- 
dow for distance seeing in upper 
portion of reading lens. Major 
port of lens is of high index gloss, 
segment of low index glass. Mode 
in white. 


Pepeterity? 


Panoptik bifocal 


lenses. have gained an 


viable reputation for professional acceptance ond 


nd optical excellence — For lenses that meet 
highest. professional confidence, Prescribe, 
usch & Lomb Quolity Ponoptiks via Roco service 


GGSs opr 


ICAL COMPANY 


And to ———. the Penoptit picture, we offer the following: Large 


t size: 23 x lémm * Ponoptik Minus 


Segment sise: 21.5 x 14.5mm. Available in white, Soft- 
lite shodes No. 1, No. 2, No. 3, and Ray-Ban shade No. 2. 


PRISM SEGMENT PANOPTIK 


PANOPTIK CATARACT LENTICULAR 


PANOPTIK DOUBLE SEGMENT 


Lower segmert of Ponoptik shape. 
Upper segment round. Two styles: 
1. With lower segment for neor, 
major portion for distance, and 
upper seg t for intermediat 
2. With lower segment for neor, 
mojor portion for intermediate, 
the upper segment for distance.* 
ON FACTORY ORDER ONLY. 


PANOPTIK TRIFOCAL 


Overall segment size: 23 x 16mm, 
Intermediate field: 5.75mm high. 
The intermediate field gives sen- 
sibly the some vertical vista os 
the neor portion in the averoge 
Rx even though the dimensions 
ore widely different.” 


Segment size: 21.5 x 14.5mm. The 
size and shape of prism segment 
Ponoptik is slightly different thon 
regulor Panoptik because of 
Prism. Therefore PR blanks must 
be used in both lenses of a pair.” 


Segment size: 19.5 x 13.5mm. 
Diameter of lenticular field: 32mm. 
This lens is designed to furnish 
the high plus power with o re- 
duced thickness ond reduced 
front curve.t 


*Mode in white, Soft-Lite shodes No. 1, No. 2, No. 3, Ray-Bon shade No. 2. tMode in white ond Solt-Lite shades No. 1, No. 2, Ne. 3. 


The Linda—your answer to the ladies and the mod- 
ern look, plus good optical design and adjust- 
ability. Eye arms are factory pre-formed. There 
are 4 lens shapes, al! having a pleasing tilt. The 
bridge swings up. Engraving is deep cut and 
sparkling. 


We stock the Linda requlariy and recommend it 
every time we get a chance. It does a profes- 
sional optical job, beautifully. 


Minnesota Optical Company 
62! West Lake Street 
MINNEAPOLIS 8 


MINNESOTA 
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ADVERTISEMENTS 


AVAILABLE MONOGRAPHS 


The American Academy of Optometry has available a limited number of reprints of the 
following original papers. These monographs, printed with special board covers, will be mailed, 
‘postpaid, to professionally interested persons upon receipt of order, and the cost of reprint. 
Selection should be made by number. American Academy of Optometry, 1502 Foshay Tower, 
Minneapolis 2, Minn. 


: Monograph No. 39. Notes on Ametropia—A Further Analysis of Stenstrom’s Data. Monroe 
: J. Hirsch and Frank W. Weymouth. 8 p. + cover. Price 20c. 


Monograph No. 40. The Basis for Failure on Color Vision Tests. Charles S. Bridgman. 
16 p. + cover. Price 30¢ 


} Monograph No. 41. The Effect of Prism on Esotropia—A Case Report. Mathew Alpern 
and H. W. Hofstetter. 12 p. + cover. Price 25c. 


Monograph No. 44. The Method of Science. Eugene Freeman. 12 p. + cover. Price 25c. 


[) Monograph No. 45. Mechanisms Subserving Simultaneous Brightness Contrast. Glenn A. 
Fry. 20 p. + cover. Price 35c 


Monograph No. 46 The Significance of Visual Acuity Measurements Without Glasses. 
Glenn A. Fry. 12 p. + cover. Price 25¢ 


W. Sinn. 8 p. + cover. Price 20c 


Monograph No. 47. Chromatism in Bifocal Segments. F 


[) Monograph No. 48. Factors Concerning the Prescription and Use of Telescopic Spectacles 
Roy Marks. 16 p. + cover. Price 30c 


[) Monograph No. 49. The Accommodative Range Through the Near Correction. H. W. 


Hofstetter. 12 p. + cover. Price 25c 


[] Monograph No, 51. A Summary of Certain Opposed Viewpoints in Fitting Contact Lenses. 
Charles S. Bridgman. 12 p. + cover. Price 25¢c. 


52. The Correction Lens. Julius Neumueller. 60 p. + cover. Price 85c 


} Monograph No 


Monograph No. 54. Contact Lens Haze. John C. Neill. 20 p. + cover. Price 35c. 


Monograph No. 55. Accommodative Convergence in Twins. H. W. Hofstetter. 12 p. + 
cover. Price 25¢ 


[) Monograph No. 56. Scleral Tonometry and Its Optometrical Application. Ralph E, Wick. 
8 p. + cover. Price 20¢ 


[] Monograph No. 57. Compensatory Cyclo-Torsion Accompanying Head Tilt. William G. 
Walton. 12 p. + cover. Price 25¢ 
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SOMETHING NEW ADDED 
FINISHED BIFOCALS 


WE ARE NOW PRODUCING MENISCUS UNCUT ONE-PIECE BIFOCALS IN 
6 BASE A STYLE WHITE IN 1.00 TO 3.00 ADDITIONS. 


WE WILL STOCK FOCAL POWERS FROM PLANO TO PLUS 1.00 BUT WILL 
FILL ORDERS IN THE HIGHER FOCAL POWERS UPON REQUEST. 


THE ROBINSON HOUCHIN CORPORATION 


COLUMBUS 6 


A Complete and Dependable 
Optical Service 
A Personalized Rx Service That Satisfies 


By Optical Craftsmen 


TWIN CITY OPTICAL COMPANY, INC. 


Minneapolis 2, Minn. Willmar, Minn. 
Donaldson Bldg. Foundation Bldg. 
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the Bio-photometer. 


Simple to Operate * Accurate * Guaranteed 


The Bio-photometer provides a fundamen- 
tal visual test in connection with the ability 
of your patients to respond to light and 
darkness. Light thresholds are measured 
over an extremely wide range. A standard 
source of bright light is included so that a 
standardized test for dark adaptation can T 
be made. You can detect even mild degrees = i 

of “night blindness” with the ‘Bio-photo- M 
meter. World-wide use since 1936. Fairly 
prompt deliveries for the first time in sev- 


EDICAL 
INSTRUMENT CO. 


Box 204A 


eral years. Write for complete information. 


Bay State 
Numounts 


WITH TRI-SPRING STRAP 


The distinctive lines of 
Baystate Mountings 
which 


set them apart 


from common styles ap- 


peal to people of good 


BAYFAIR NUMONT 


Johnson Optical Company 


301 Phy. and Surg. Bldg. 
MINNEAPOLIS 


taste. 


Atlantic 2469 
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Engineering, as well as style 
vances, have contributed greatly to the 
cess of the Victory line. We point with 
de to the technical advance in Golden 
tti — the newest member of the Victory 
Bolden" family. All rivets holding the 
maments (1/10 12k gold-filled) are 
ide of nickel-silver tubing and are bur- 
hed to the front and temples. This 
ures against the separation of the metal 
bm the zyl. 
biden Patti is in excellent taste . . . no 
ntter what the occasion. It offers the 
bhest degree of ophthalmic accuracy, 
rability and charm. 


Cx VICTORY OPTICAL 


MULBERRY PLACE, NEWARK, N. J. 
5 NORTH WABASH AVE., CHICAGO, ILLINOIS 
448 SOUTH HILL ST., LOS ANGELES, CALIF. 
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Rx: BROWLINE for ’49 


Browline by Shuron is the frame of the year. It has more optical and cosmetic 
features than any other zyl frame. It is easy to fit. It emphasizes nature's accent. 
It casts no heavy under eye shadow. The glamorous Senora style (right) comes 
in Cordova, Royal Blue, Jade Green, Ultra Violet and Flesh; the Stag (left) in 
Cordova and Flesh. Ideal for husband and wife. Your Independent Supplier can 
fill your orders right now. 


SROWLINE by 


TPA492 
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